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be “starred” in the Directory. 


November 25. 


A 1949 Issue 


Yes, the new Directory is in progress. A great majority of members have 
already paid dues to insure continued membership service and Directory list- 
ing. If you haven’t—please send your dues immediately. 


Have you invited a nonmember to join recently? Nonmembers are in the 
minority now, and if each member invites one of them, most of them will have 
two invitations. The deadline date for new applications to be received in time 
for membership listing is November 25. 


Remember, too, the state dues must be paid soon in order that your name 


Pay your own national and state dues NOW—get a new member before 


Written around the complaints that bring patients 
into your office, this work integrates all the factors 
that must be considered in order to achieve correct 
diagnosis and efficient therapy. 


Thé entire work is based on the principle that ther- . 


apy follows diagnosis and that identification of dis- 
ease is the first focal point in the entire practice of 
medicine. To this end Dr. Hyman’s purpose has 
been to aid in a more definite and speedy diagnosis. 
The key to the entire four volumes is the amazingly 
helpful Symptom-Index that directs you to the 319 
Tables of Differential Diagnosis. From here you are 
guided to a detailed description of the course and 
complications of the disease. Reviewer after reviewer 


Hyman ’s Integrated Practice of Medicine 


has stressed the unique and significant value of these 
features. 


These Tables are also the instrument of integration, 
because through them all the factors—diagnostics, 
therapeutics and the specialties—are cogged together 
so that you overlook no clues, follow no blind alleys, 
lose sight of no possibilities for success. You get all 
of the facts, all of the suggestions and guidance that, 
in your own trained hands, will make for quicker, 
surer diagnosis, more accurate prognoses, and more 
objective therapy. No wonder those who own this 
tremendously valuable work are cherishing each 
volume. 


By HAROLD THOMAS HYMAN, M.D., New York City. 4 Volumes, with a Separate Index Volume of Differential Diagnosis, Subjects and 
Ilustrations. 4336 pages, 6”x9’, 1184 illustrations, 305 in color, and 319 tables of differential diagnosis, $60.00. 
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AT LAST.... 
AN EFFICIENT 
SCABICIDE 


Recent clinical studies* have again confirmed the high efficacy and blandness of the 
unique scabicide, Kwell Ointment. One application only, in almost all cases, is 
sufficient for complete eradication of scabies. The active ingredient of this effective 
parasiticide, a formulation of 1 per cent of the gamma isomer of 1,2,3,4,5,6-hexachloro- 
cyclohexane in a vanishing cream base, incites neither dermatitis nor other skin 
reactions. Although harmless to the delicate skin of infants or the sensitive skin areas 
of adults, even in the presence of secondary infection, Kwell Ointment is quickly 
lethal to the sarcoptes of scabies. It is greaseless, odorless, and nonstaining to 
the skin or linen. Kwell Ointment is equally efficacious against all types of human 
pediculosis. In 2 oz. and 1 Ib. jars, it is procurable on prescription at all pharmacies. 


*Wooldridge, W. E.: The Gamma Isomer of Hexachlorocyclohexane in the Treatment 
of Scabies, J. Invest. Dermat. 10:363 (May) 1948. 


K WEL L 0 N T M E T CSC 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION 
17 E. 42nd ST., NEW YORK 17, NEW YORK 


« 
— 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


| To bring the tube head 
under the table, simply 


! 
radiography. 


all round 
versatility N 
with 


fluoroscopy 


eroscopic position, table 
| elevated vertically. 


all this, plus the operating simplicity 
of automatic “monitoring”.... 


it’s no wonder that 
there are more Picker “Century” x-ray units 
in operation than any other similar apparatus .-: 


The “CENTURY” 
100 ma combination 
with the advanced 
MONITOR control 


PICKER X-RAY CORPORATION 
FOURTH AVENUE > YORK 10 
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MEDICAL AND PHYSICAL DIAGNOSIS 


By Sameul A. Loewenberg. M.D., F.A.C.P. 


Thoroughly revised and enlarged to meet the mod- 
ern-day needs of the practitioner and student, Dr. 
Loewenberg’s book has this priceless quality: A con- 
stant consideration of the person affected by the ill- 
ness rather than only the illness affecting a person. 
The emphasis is always on a clear-cut understanding 
of the individual case. ° 


Nearly forty active years as teacher and clinician 
are reflected in this notable book. The general prac- 
titioner’s needs are stressed throughout the work. 
Much of the book is concerned with physical diag- 
nosis. 


Practical and approved methods for the examina- 
tion of the entire body are considered and the reader 
is clearly shown not only how to conduct such 
examination but the underlying reasons for the find- 
ings and their correct interpretation. 


Dr. Loewenberg gives practical explanations for 
the presence or absence of symptoms and physical 
signs . . . the mechanism involved in various physical 
signs .. . clear descriptions of diseases . . . vital help 
on different diagnosis. Laboratory methods, with 
their many aids to a general or differential diagnosis, 
are fully covered. 


“An immense field is successfully covered for stu- 
dent, specialist and general practitioner alike. Its key- 
note is ‘the person affected by an illness,’ rather than 
‘the illness affecting a person.’ The reviewer heartily 
recommends this work to every practitioner.” —Medi- 
cal Times (New York). 


By Samuel A. Loewenberg, M.D., Clinical Pro- 
fessor of Medicine, Jefferson Medical College. Sev- 
enth Edition—Revised and Enlarged. Over 1200 
pages, 716 illustrations, 39 color plates. $12.00. 
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DIAGNOSIS and TREATMENT 


TREATMENT IN GENERAL MEDICINE 


By 37 Authorities 
Hobart A. Reimann, M.D., Editor 


This work provides positive authority and complete 
assurance in every therapeutic detail, going far be- 
yond the ordinary “one man” approach to treatment. 
Balanced by the experience of 37 recognized con- 
tributors, all discussions are weighted with complete 
and immediately accessible information on the most 
modern agent and procedures. 


These 37 authorities furnish treatments which are 
individualized, carefully analyzing the etiologic and 
diagnostic factors of every case. They outline the 
complete case management — furnish every helpful 
detail. 


This work is invaluable for its full and authorita- 
tive presentation of the new drugs, the antibiotics, 
the anticoagulants, the antimalarials, the sulfona- 
mides, BAL, the amino acids, and other agents and 
procedures that vitalize modern treatment. 


In addition to a thorough discussion of General 
Medicine, it also covers Gynecology, Obstetrics, Pedi- 
atrics, Neuropsychiatry, Urology, Geriatrics, Minor 
Surgery and all other fields of practice. 


“While the work is primarily concerned with treat- 
ment, it virtually is a complete practice of medicine, 
for pathology, etiology, symptomatology, diagnosis, 
and prognosis are given sufficient, although brief, 
space in every subject. As a consequence, the physi- 
cian who uses it will find contained just the informa- 
tion he needs without consulting other books.”—The 
Medical World. 


Edited by Hobart A. Reimann, M.D., Magee Pro- 
fessor of Practice of Medicine and Clinical Medicine, 
Jefferson Medical College. 

Four Large Volumes and Desk Index ; 3402 Pages, 
483 Illustrations, 42 Color Plates. $50.00. 


F. A. DAVIS COMPANY 


1 
Publishers 

PHILADELPHIA ! 
In Canada: THE RYERSON PRESS, Toronto 
| 


F. A. Davis Company, 1914 Cherry St., Phila. 3, Pa. 


Please send books checked and charge to my account, 


Loewenberg’s “Medical and Physical 

2 Reimann’s “Treatment in General Medicine”... 50.00 
NAME. 
ADDRESS... 
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The eyes of x-ray capture upon film the innermost 
structures of the body. The physician, studying 
these radiographs, sees fractures, tumors and in- 
fections, congenital defects. And yet in the liga- 
ments, in the tendons, and other soft tissues . . . 
there are still secrets. 

Will the future reveal them? In x-ray, as else- 
where, progress walks with the leader. What makes 
a leader? Is it size? General Electric is the world’s 
largest manufacturer of x-ray equipment. Achieve- 
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Ve C that find fractures 


ment? From G.E. came the Coolidge tube, the oil- 
immersed tube-transformer, the Kearsley Stabilizer. 

Age? Tradition? Experience? General Elect: 
has built fine x-ray instruments for a half century. 
Research? Vision? In the General Electric Ke- 
search Laboratories the 100-million-volt Betatron 
probes the heart of the electron. 

What does General Electric leadership mean | 
you? It is your assurance that under the G-E 
emblem is the finest x-ray apparatus you can own. 


nal A.O.A. 
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( ’ New G-E Centralinear Control—Type 4—for the 100 ma x-ray unit 


You are looking at the new General Electric Centralinear 
control for the G-E R-39 combination x-ray unit. In the 
R-39 unit the tube stand is part of the table and one double- 
focus Coolidge tube may be used over or under the table, 
for radiography or fluoroscopy. The new control has auto- 
matic features previously found only in higher powered units. 


Simple to operate, Adjustments you have been making by 
hand, this new control now makes automatically. Increment 
and calibration charts are unnecessary. 


Ecoromice!. You waste less film—make fewer costly retakes. 
And new features built into the control lengthen tube life. 


Depeadable. G-E parts are x-ray parts. G-E design is as simple 
as G-E engineers and experience can make it. G-E x-ray appa- 
ratus keeps working steadily through your busiest days. 
For information write: General Electric X-Ray Corporation. 
Dept. J-17, 4855 MeGeoch Ave., Milwaukee 14, Wisc. 


GENERAL ELECTRIC 


X-RAY 


General Electric X-Ray Corporation manufactures and distributes x-ray 
apparatus for medical, dental and industrial use; electromedical apparatus; 
x-ray and electromedical supplies and accessories. 
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Food allergy is a common but not easily 
diagnosed cause of digestive tract distress. If 
a the offending food cannot be avoided, 
On e symptomatic relief of the spastic manifestations 
man 5 of proven or suspected gastrointestinal allergy — 
29 pylorospasm, spastic constipation, spastic 
meat eee colitis, etc.—may be obtained through the 


use of Mesopin. 


Mesopin is a specialized antispasmodic whose 
action is predominantly directed toward the 
gastrointestinal tract. Its selective action permits 
more direct management of hyperactivity and 
spasticity without causing the undesirable and 
uncontrollable effects of atropine, belladonna, 


or related antispasmodics. 


Mesopin is available on prescription in bottles 
of 100 tablets, each tablet containing 2.5 mg. 


(1/24 gr.) homatropine methyl! bromide. 


Mesopin selective gastrointestinal antispasmodic 


brand of homatropine methyl bromide 


Endo P roducts Inc. Richmond Hill 18, New York 
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Published October. 1948 New Second Edition 


ABDOMINAL 
OPERATIONS 


By RODNEY MAINGOT, F.R.C.S. Eng., 


Surgeon to the Royal Free Hospital and the Southend Hospital, London 


With Contributions by 


Lester R. Dragstedt, M.D., Ph.D Stuart W. Harrington, M.D., F.A.C.S. 
University of Chicago, U.S.A. Mayo Clinic, Rochester, Minn., U.S.A. 


A. J. Cokkinis, F.R.C.S. Eng. Cuthbert E. Dukes, O.B.E., M.Sc., M.D. 
St. Mary’s Hospital, London St. Mark’s Hospital, London 

Harold R. Dew, F.R.C.S. Eng., F.A.C.S. O. V. Lloyd-Davies, M.S., F.R.C.S. Eng. 

University of Sydney, Australia Hampstead General Hospital, London 


R. C. Brock, M.S., F.R.C.S. Eng. Norman C. Tanner, M.B., F.R.C.S. Eng. 
Guy's Hospital, London St. James Hospital, London 


OPERATIVE FIELDS COVERED 


Stomach and Duodenum—Spleen—Pancreas—Gall Bladder and Bile Ducts—Liver— 
Vermiform Appendix—Peritoneum, Mesentery and Omentum—Intestines— 
Diaphragmatic Hernia and Portal Hypertension 


TYPE OF COVERAGE 


This new work is of prime value to the abdominal surgeon, the general surgeon, the surgical resi- 
dent and the intern as a presentation of the detailed technics (beautifully and profusely illustrated ) 
of modern abdominal surgery combined with the necessary diagnostic data, choice of operation in 
the individual case, preoperative care of the patient, difficulties and dangers which may confront the 
surgeon during operation, the immediate and remote results of operations described, postoperative 
care and other factors of importance in reducing operative mortality. 


Every effort was made by the author and his distinguished collaborators to supply from their ex- 
tensive experience an authoritative and practical work which is up to date in every respect. 


MAINGOT'S ABDOMINAL OPERATIONS 


2nd (1948) Edition. One Volume. 1298 Pages. 1051 Illustrations including 16 color plates. 
Published Oct., 1948 $16.00 Postpaid. 


APPLETON-CENTURY-CROFTS, INC. 
35 W. 32nd St., New York |, N. Y. 
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ANATOMICAL SUPPORTS 
for 
NEPHROPTOSIS 


Together with treatment for any existing 
infection of the urinary tract, Camp Sup- 
ports have proven valuable adjuncts in 
the relief of symptoms in many cases. 


Camp-trained fitters have been instructed 
to consult the physician as to the position 
required for the fitting, if reclining or 
partial Trendelenburg. In the event that 
the physician desires the use of a pad, 
the fitter has been instructed to obtain 


information as to the type of pad to be 
used and to ask the doctor to mark on 
the garment or blue pencil upon the pa- 
tient the exact location of the pad. 


Advantages of Camp Supports in Conditions of Nephroptosis : 
The “lifting” power of Camp Supports is from below upward and backward. 
Camp Supports are an aid in improving the faulty posture that sometimes accompanies renal mobility. 
Camp Supports stay down on the body by reason of the foundation laid about the pelvis. 
Camp Supports are comfortable. 
Camp Supports are economically priced. 
Camp fitters ask patients to return to their physicians for approval of the fitting. 


S. H. CAMP AND COMPANY + JACKSON, MICHIGAN 
World’stLargest Manufacturers of Scientific Supports 
Offices in New York @ Chicago © Windsor, Ontario © London, England 
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. - For your convenience, Westinghouse has prepared a 
p Mi 10-minute sound color film showing the operating 
rivate ovie features and advantages of the new, low-cost RX Unit. 
Your Westinghouse Representative has now been sup- 
— plied with the new “Table-Top” motion picture pro- 
h jector for exhibiting this film to you, in your office, at 
for a busy ySiciail whatever time you select. The “Table-Top” projector 
contains its own screen and loud-speaker, and the room 

need not be completely darkened. 


A phone call to your Westinghouse X-Ray Office is 
all that is necessary. No obligation, of course. _3-08196 || Hi 


THE NEW WESTINGHOUSE RX UNIT 


For the first time, a single-tube, low-cost 
unit provides: 


1. Prone fluoroscopy 

2. Erect fluoroscopy 

3. Prone Bucky radiography 
4. Erect Bucky radiography 


Compact. Requires only 6 square feet 
of floor space in the vertical position. 
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more babi 


YES—and most of the mothers who use 
Carnation for infant feeding say their formula 
was prescribed by the doctor or hospital. 


With such wide-spread medical endorse- 
ment, it’s no wonder more babies are fed 
on Carnation than on any other brand of 
evaporated milk—or any other infant feeding 
formula of any kind! 

To win and hold your professional recom- 
mendation, Carnation Milk is processed 
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with “‘prescription accuracy’’. It is evaporated, 
homogenized, fortified and sterilized under 
continuous rigid control. Repeated tests 
and vigilant inspection are your guarantee 
that every can meets Carnation’s unsur- 
passed standard of quality and uniformity. 


“The milk every doctor 
knows” is one you can 
confidently prescribe by 
name—day in and year out! 


The Milk Every Doctor Knows 


*Nation-wide sur- 
veys indicate that 
Carnation Milk is 
more widely used 
in infant feeding 
than any other 
brand of evaporated 
milk, 
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RADAR DIATHERMY 


some of the significant features of which are: 


@ A high degree of absorption 
Raytheon Microtherm Console Model CMDS has full 


© Penetrating energy for deep heating floating arm and Directors for treating irregular, 


i local or la 
® A desirable temperature ratio of fat to vascular tissue oa 


© Effective production of active hyperemia Ask your dealer to give you a demonstration of the 
modern Raytheon Microtherm, or write for complete, 


Desirable relationship between cutaneous and muscle 


temperature 
® Controlled application over large or small areas 


ite: Approved by the F.C.C. + Certificate No. D-477. 
Underwriters’ Laboratories 


* 


® Elimination of electrodes, pads and danger of arcs 


RAYTHEON MANUFACTURING COMPANY 


POWER TUBE DIVISION 
WALTHAM 54, MASSACHUSETTS 


\ 
\ 
/ 
\ 
\ 
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“LITTLE THINGS THAT COUNT” 


Examine the ‘“RAMSES'’’* Flexible Cushioned 
Diaphragm carefully and you will discover the “‘little 
things’’ that count so much in adding to the patient's com- 
fort and protection. 


For example: there's the all-important patented rim-con- 
struction—flexible in all planes and presenting a wider, 
unindented area of contact with the vaginal walls. 


Unretouched photomicrographs. Enlargement 10 diameters. 


Conventional Diaphragm Rim 


Conventional Diaphragm Dome 


...and the velvet-smooth dome—made of pure gum rubber 
by an exclusive process that gives it lightness, strength, 
and unusually long life. 


Comparison quickly proves why the ‘“RAMSES"’ Flexible 
Cushioned Diaphragmt is a first choice of both physician 
and patient. Available in sizes ranging from 50 to 95 
millimeters, in gradations of 5 millimeters. 


{“RAMSES"’ Flexible Cushioned Diaphragms are accepted by the Council on Physical 
Medicine of the American Medical Taaticien. 


gynecological division 


JULIUS SCHMID, Inc. 
423 West 55th Street, New York 19, N.Y. 
quality first since 1883 


€ 
2. A 
3 
©The word “RAMSES” is a 4 
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when oral therap 


ji: 


(Ww is preferred in tha menopausal 
patient 


ETICYLOL 


the 


most potent Eticylol (ethinyl estradiol) readily controls menopausal symptoms making 
renteral therapy unnecessary. Only 0.05 mg. t.i.d. is required for initial 

doses. This may be reduced for maintenance therapy. The “sense of well- 
being,” associated with the use of naturally occurring estrogens, is usually 
experienced. Few side effects occur in therapeutic doses. Exceptionally 


low dosage makes Eticylol the most economical steroid estrogen. 


ISSUED: Tablets of 0.02 mg. (white) and 0.05 mg. (yellow) — bottles of 100 
and 250. 


*Formerly Ethinyl Estradiol-Ciba 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


Ciba 


ETICYLOL (brand of ethinyl estradiol) Trade Mark 2/1403M 
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effective 
local measure 


Arthralgen"™” quickly relieves joint and muscle pain. Rapidly 
absorbed through the skin, its analgetic-vasodilator action produces 
a sensation of deep warmth and relaxation lasting several hours. 
Arthralgen was formulated to overcome the disadvantages of 
histamine. The superior vasodilator action of methacholine chloride 
increases blood-flow to affected parts by dilating both capillaries 
and arterioles; histamine may cause arteriolar constriction. 
Arthralgen does not cause itching or wheals, and does not provoke 
a profound drop in blood pressure. The super-absorbable, 
washable ointment base is easily removed with water or a damp cloth. 
Arthralgen combats the localized circulatory deficiencies and 


relieves pain in arthralgia, myalgia, neuralgia, sprains, lumbago, 
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ARTHRALGESIC UNGUENT 


ARTHRALGEN 


ARTHRALGESIC UNGUENT 


and 
allied disorders 


fbrositis, synovitis and bursitis. It facilitates the management of 

chronic arthritis, especially in the interval between initiation of 

ystemic therapy with Ertron®, Steroid Complex, Whittier and the 

appearance of Ertron’s full anti-arthritic and arthrokinetic effect. ‘. 


ARTHRALGEN — Arthralgesic Unguent — contains 0.25% methacholine 
thloride, 1% thymol, 10% menthol and 15% methyl salicylate in a 
wper-absorbable, washable ointment base. 
wpplied in 1-ounce collapsible tubes. 


— — 
: 
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Movern 


DIGITALIS 


reduces dosage 


TRERAP 


... disability to hours! 


Simplicity of administration with 
dosage by weight and effect in hours 
—together with virtual freedom from 


locally induced nausea or vomiting 


ment of cardiac decompensation. 
Utilizing the active principle, Digi- 
taline Nativelle acts uniformly 


whether administered by mouth or 


to milligrams 


Journal A.O.A. 
October, 1948 


—makes Digitaline Nativelle a prep- by vein. 

aration Prescribed. . . for these 

ever digitalis therapy is indica 5 advantages: 


In developing the first clinically- ; 

1. Uniform potency by weight. 

proven active principle of digitalis 

2. Identical dosage and effect when given 
intravenously or by mouth. 


purpurea, Digitaline Nativelle has 


provided the medical profession 
3. Virtual freedom from gastric upsets 


i jor ¢ se in the treat- 
with a aye advance and other untoward side effects. 


4. Absorption and action is rapid, uni- 
form, determinable by the clock. 


. Active principle enthusiastically ac- 
cepted by leading cardiologists. 
SIMPLICITY OF ADMINISTRATION 


Rapip DIGITALIZATION ...1.2 mg. in 
equally divided doses of 0.6 mg. at 
three-hour intervals. 


MAINTENANCE: 0.1 or 0.2 mg. daily de- 
pending upon patient’s response. 


igitaline 
Nativelle 


active glycoside of digitalis purpurea 
(digitoxin) 


CHANGE-OVER: 0.1 or 0.2 mg. of Digi- 
taline Nativelle may advantageously re- r 
place present maintenance dosage of 
0.1 gm. or 0.2 gm. of whole leaf. 


Supplied through all pharmacies in 0.1 mg. pink 
tablets and 0.2 mg. white tablets — in bottles of 40 
and 250. In ampules of 0.2 mg. (1 cc.) and 0.4 mg. 
(2 ce.) —in packages of 6 or 50. VARICK PHARMA- 
CAL CO., INC, (Division ot E. Fougera & Co., Inc.) 
75 Varick Street, New York, New York. 


A 
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ne 


PLEASE MENTION THE. JOURNAL WHEN WRITING TO ADVERTISERS 17 


A STITCH IN TIME 


. . The prophylactic use of penicillin 
7 se i tends to reduce postoperative | | 
inflammation of the oral mucous 

membrane and the incidence of infection 

.. + There is less postoperative pain 

and healing is more rapid.” Faier, A.D.: | 


The Prophylactic Use of Penicillin in Dental 
Surgery. Dental Digest, 153:336, July, 1947. 


For either prophylactic or therapeutic purposes, Bristol CRYSTALLINE 
PENICILLIN G TROCHES with Benzocaine provide an efficient means for 
controlling intraoral infections due to penicillin-sensitive organisms. 
Inserted into the buccal sulcus, the troche dissolves slowly, directly bath- 
ing all accessible mucous membranes with an effective and prolonged 
concentration of penicillin. In the presence of painful, inflammatory or | 
traumatic mouth lesions, the local anesthetic effect of benzocaine will be 4 
found especially desirable. | 
Each pleasantly flavored troche contains 5000 units of Crystalline | 
Sodium Penicillin G, and Benzocaine, 5 milligrams. They are available | 
from your usual source of supply in bottles of 20. 


Bristol 


Crystalline Penicillin G Troches 


with Benzocaine 


LABORATORIES INC. 
SYRACUSE, NEW YORK 


\ 
i 
N 
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GERBER'S 


CHEMICAL ANALYSIS 
Protein fat % 
19.08 16.16 3.62 


MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 
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na 23.76 


73.7 


B 
STH BEEF pot 
BROTH A 


As though Cooked to Your Order ! 


All government-inspected, the new 
Gerber’s Meats are prepared with the 
utmost care and cleanliness. All lean— 
with complete high quality proteins. 
Uniform texture and flavor encour- 
age infant interest and appetite. 
Whether baby is young enough for 
the smoothly Strained Meats or old 
enough for the Junior Meats (evenly 


15 JUNIOR FOODS ° 


Beef, Veal, Liver 


particulated) Gerber’s are easily 
assimilated. 


Low in fat. Gerber’s Meats average 
only 3.4%. 


P. S$. Good News for Modern Mothers. No 
scraping! No cooking! No waste with Ger- 
ber’s new meats! Several delicious servings 
in every can. And Gerber’s Strained and 
Junior Meats are one moderate price. 


For complete analyses and additional 
information, write to Gerber’s, Dept. 
3710-8, Fremont, Mich. 


BABY FOODS 


FREMONT. MECH. OAKLAND. CAL 


3 STRAINED MEATS ® 


JUNIOR MEAT’ 


| 
Strained Boot 
| EE Chopped tot e rb e r Ss 
WI 
‘ ot { 
erpers 
pusiness: 
3 CEREALS * 20 STRAINED FOODS 


al A.O.A. 
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“I have had several compliments on the “Histacount” and have recom- 
mended it to several doctors. And, I appreciated it most of all when ( 
} I filed my income tax report. The federal tax man said it was the 

finest, most complete little outfit he had ever come in contact 
with - - - - quite a compliment, I thought.” April 28, 1948 
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Dr. C. R. COLLINS, 112.N. Indiana Street, Warsaw, Indiana 


HISTACOUNT System 


| What the federal tax man told Dr. C. R. Collins** is what every ex- 

pert accountant says. It’s what thousands of doctors say who have 
used “Histacount” five, ten or more years, and what they put into 
similar little “from the heart” notes with each re-order. You'll feel 
the same way once you use “Histacount”. 


**Dr. C. R. Collins is a real live doctor and he wrote the above to us 
without solicitation. Ir is only one of MANY hundreds such letters. 


Most Tuteresting 
FREE BOOKLET 


It tells the “Histacount” story in 
words and pictures; it will eliminate 
bookkeeping and tax problems; tells 
you your financial status at all times; 
what you earn, collect, spend. You'll 
be amazed at what “Histacount” can 

do for you; how easily, with what 

little work and for how little money. | 


USE THE COUPON. 


1 PROFESSIONAL PRINTING COMPANY, INC. 
f 15 E. 22nd St., New York 10, N. Y. 


] Gentlemen: Send me the 16-page 81/2” x 11” 
] booklet on the “Histacount” Bookkeeping 


System. No obligation. 


Dr 


YOUR LOCAL SUPPLY HOUSE 
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The three-meal schedule of daily eating, with a heritage 
of intuitive origin, now is acknowledged vital to an 
adequate smoothly flowing nutrient stream for pro- 
viding the metabolic needs throughout the day. Of 
corollary importance, is the growing conviction that 
the morning breakfast should provide 4 to 4 of the 
day’s burden of food intake. Good somatic and psychic 
functioning during the forenoon hours are thereby 
nutritionally insured. Hyponutritional manifestations of 
untimely hunger, fatigue and irritability are minimized. 


A simple application of these nutrition principles is a 
widely accepted basic breakfast pattern consisting of 
fruit or fruit juice, cereal (hot or ready to eat), milk, 
bread and butter. The serving of cereal with milk and 
sugar is an important and appetizing feature of this 
basic breakfast pattern. It provides biologically com- 
plete proteins, carbohydrates for caloric energy, 
important minerals and vitamins—all in excellent 
proportion. Should the portions usually consumed 
provide less than 4 or \4 of the day’s total nutriment 
requirements, then they can be augmented with eggs, 
breakfast meats or other suitable foods. 


The table depicts the nutrient values of the basic 
breakfast and of the cereal serving made from 1 ounce 
of ready-to-eat or hot cereal* (whole grain, enriched, 
or restored to whole grain values of thiamine, niacin 
and iron), 4 fluid ounces of milk, and 1 teaspoonful 

of sugar. 


The presence of this seal 
BASIC BREAKFAST TOTALS supplied AMOUNTS 


tional statements in this Orange juice, 4 or.; by Basic Breakfast by cereal serving 
Advertisomenthavebee, Or CALORIES......... 611 202 
Hot Cereal, 1 PROTEIN......... 20.7 Gm. 7.1 Gm. 
Whole Milk, 4 oz.; 0.465 Gm. 0.156 Gm. 
Sugar, 1 teaspoon; PHOR' 488 mg. 206 mg. 
Nutrition of the Ameri- Teast whe IRON m 1.6 
cast (enriched, VITAMIN A....... 10741.U. 1931.U 
white), 2 slices; THIAMINE........ 0.52 mg. 0.17 mg. 
Butter, 5 Gm. RIBOFLAVIN. ..... 0.87 mg. 0.24 mg. 
(about Iteaspoon); NIACIN.......... 2.3 mg. 1.4 mg. 
Whole Milk, 8 oz. ASCORBIC ACID... 64.8 mg. 


*Composite average of all breakfast cereals on dry weight basis. 


CEREAL INSTITUTE, INC. 


A research and educational endeavor devoted to the betterment of national nutrition. 
135 South La Salle Street « Chicago 3 


A. 
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modern 


Minit-Rub acts to relieve pain by one of the oldest principles in therapeutics—that of counter-irritation. 
But Minit-Rub is a modern counterirritant—your patients will appreciate its clean simplicity. 


camphor in a stainless, greaseless, vanishing base 
—it will not stain or harm fine fabrics. 


Through its pronounced analgesic action, 
Minit-Rub relieves the discomfort of aching chest 
muscles in uncomplicated chest colds—its clean 
invigorating odor relieves the feeling of nasal 
congestion. 


By direct rubefaction at the site of application, 

Minit-Rub tends to improve local circulation, 
Product of BRISTOL-MYERS relieve the painful symptoms of neuralgia, arthral- 
19 West 50 Street, New York 20,N.Y. gia, muscular aches and pains. 


i : See Minit-Rub is prompt in acting, a pleasure to use. 
a a et It produces a delightful cooling sensation on the 
— CHEST RUB E skin surface, a sense of soothing warmth in the 


affected . Just massage it on briskly. 
MINIT-RUB 


relief begins in 
a matter of minutes 


Minit-Rub combines oil of mustard, menthol, and 


| 
| 
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Carlos Finlay (1833-1915) 
proced it in public health 


Carlos Finlay, of Cuba, a bacteriologist, 
believed that yellow fever was transmitted 
by the stegomyia mosquito. His original 
experiments did not provide definite proof 
of his theory. However, he continued his 
search in co-operation with Walter Reed _ fever. The public health preventive meas- 
and the Yellow Fever Commission. The ures derived from these experiments were 
work of the Commission finally proved that —_so successful that the fever in Cuba was 
infected mosquitoes could transmit the under control within a year. 


R. J. Reynolds Tobacco Company, Winston-Salem, N. C. 


Experience is the best teacher 
in cigarettes, too! 


— of smokers who have tried and com- 
pared many different brands of cigarettes 
have found that cool, mild, flavorful Camels suit 
them best 

Try Camels on your “T-Zone”—T for Taste, 
T for Throat. See how your taste enjoys the rich, 
full flavor of Camel’s choice, properly aged, and 
expertly blended tobaccos. See if your throat 
doesn’t welcome Camel’s cool, cool mildness. 

Yes! Try Camels and see for yourself why, with 
thousands and thousands of smokers, Camels are 
the “choice of experience.” 


According to a Nationwide survey: 


MORE DOCTORS 
SMOKE CAMELS 


than any other cigarette 


Three independent research organizations jn a nationwide 
survey asked 113,597 doctors to name the cigarette they 
smoked. More doctors named Camel than any other brand. 
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Research Shows How 
Your Patients Can Have 
Good Food at Less Cost 


Coast - to - coast research on 
comparative costs now 
available in booklet form 


NEW BOOKLET PRESENTS RESULTS 
of 12-Month Research Project conducted 
by 19 leading American Universities on 
the COMPARATIVE COST AND AVAILABILITY 
of 12 of the most frequently consumed 
fruits and vegetables, FRESH, FROZEN, in 
GLASS, and in CANS. 


PRACTICAL AS A CAN OPENER 


New booklet, “Canned Foods in the most frequently consumea fruits and 
Economic Spotlight,” contains practi- | vegetables in the four forms in which 
cal information. It is down-to-earth they are regularly marketed .. . fresh, 
material which will enable you toshow _frozen, in glass and in cans. The results | 
your low-budget patients how, in these _ of this comprehensive study boil down 
days of high costs, it is possible to eat __to this: Penny for penny, canned foods 
well . . . yet spend less! in general give consumers more food for 

During the period from October, their money as well as more nutritional 
1946, through September, 1947, 19 values. Most foods in cans cost less 
leading universities throughout the than the same foods in other types of | 
United States participated in a study — containers—less than fresh foods—and 
of the cost and availability of 12 of the _ far less than frozen foods. 


Fill in coupon and address to: 7 


. Can Manufacturers Institute, Inc. 
[9% 60 East 42nd Street, New York 17, N. Y. 


Please send me .... copies of vour new booklet. 


New booklet entitled Name 

“Canned Foods in 
the Economic Spot- Address 
light’ City Zone State 


A490 
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Background 


Background is important—a “must” where 
health is concerned. 


And so, Doctor, when it comes to the 
proper management of their own individual 
case, your patients appreciate your back- 
ground—the training you received before 
entering your profession, the skill and care 
you exercise in your daily practice. 


So, too, it might be wise to consider the 
background of the company producing 
dietary food supplements. 


The formulators of Vitaminerals are no 
newcomers who sprang up overnight. They 
pioneered this field of therapy sixteen years 
ago and originated the highly effective and 
valuable formulas whose imitation has been 
so widely attempted in recent years. 


Years of experience, with constant, pains- 
taking research, have developed a scientific 
skill and know-how, which with wise and 
careful management and a sincere desire to 
serve the profession are all responsible for 
the present high standing of Vitaminerals. 


Your use of Vitaminerals is an assurance 
that you share in the effectiveness of this 
background. 


PROFESSIONAL LITERATURE ON REQUEST 


GLENDALE 1, CALIFORNIA 


i 
| 
| 
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Chronic, traumatic osteomyelitis of several 
years’ duration—extremely malodorous and pain- 
ful. This is one of hundreds of cases in which the 
prompt healing induced by Chloresium was re- 
ported by well-known clinics. 


@ The case shown above is typical of hun- 
dreds, which proved stubbornly resistant to 
treatment until Chloresium therapeutic, water- 
soluble chlorophyll preparations were used. 
And the record* shows that an overwhelming 
majority of them not only responded rapidly 
to chlorophyll therapy, but healed completely 
in a relatively short time. 


‘ry Chloresium on your 
slowest healing case 


We invite you to try Chloresium Ointment or 
Solution (Plain) on your most resistant case— 
some ulcerative lesion, chronic osteomyelitis, 
wound, burn, dermatitis, or any other condi- 
tion which calls for accelerated healing. Just 
mail the coupon at right. 


Chloresium 


Natural, nontoxic therapeutic chlorophyll 
preparations— Accelerates healing ¢ Stimu- 
lates normal cell growth *¢ Controls super- 
ficial infection Reduces scar formation 
Nontoxic, bland and soothing * Deodorizes 
malodorous lesions. 


Ethically promoted — At leading drugstores 
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CHLOROPHYLL HEALED 


when other methods of treatment failed 


After treatment with Chloresium Ointment 
by packing on alternate days for six weeks. This 
followed “‘cleaning-up” of infection and malodor 
by continuous wet dressings of Chloresium Solu- 
tion (Plain) for initial period of 48 hours. 


E.J. The Lahey” Clinic 


Bulletin, 4: 242 


The Treatment of 
Chronic Leg Ulcers 


(1946) 

Bowers, Wanner F. Chlorophyll in Amer. J. Surgery, 
Wound Healing and LXXIIE; 37 

Suppurative Disease (1947) 


Capy, Jos. B. and 
Morcan, W.S. 


Treatment of 
Chronic Ulcers 
with Chlorophyll 
Jounson, M. Dermatologic 
evaluation 


Amer. J. Surgery, 
LXXV, 4 (1048) 


Arch. Dermat. & 
Sypt. 57:348 (1948) 


Lanerey, W.D.and Chlorophyll in the Penn. Med- 
Monrcan, W.5. reatment of Journal, Vol. Sl; 
Dermatoses No, 1 (1947) 


Rarskxy, Henry A.and Treatment of Intestinal Rev. Gastroent 
Kreicer, Cuarces I. Diseases with sols. of Vol. 15:549 
W.S. Chlorophyll (1948) 


NEW —Chloresium Tooth Paste and Den- 
tal Ointment now make chlorophyll therapy 
available for the treatment of Vincent’s in- 
fections and other periodontal diseases. 


FREE—MAIL COUPON 


RYSTAN CO., INC. Dept. JO-7 

7 N. MacQuesten Pkwy., Mt. Vernon, N. Y. 

I want to try Chloresium on my most resistant 
case. Please send me, without obligation, clinical 
samples and complete literature. 


Dr. 


Addre: 
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“It Is Later Than You Think” 
THE TIME TO TREAT ARTHRITIS IS NOW 


The Ottawa Arthritis Sanatorium and Diagnostic Clinic 


Announces the Completion of Its Second Building Unit 


Institutional Treatment Facilities 


Are Now Doubled 


The Ottawa Arthritis Sanatorium is now 
ready to increase its service to members of 
the osteopathic profession and their patients 
with additional ultra-modern institutional 
treatment facilities. 


To assure your patients the type of accom- 
modations they desire during their stay at 
Ottawa, we suggest that reservations be 
made at least two weeks in advance of their 
arrival. 


YOUR INQUIRIES ARE INVITED A REGISTERED OSTEOPATHIC HOSPITAL 


Ottawa Arthritis Sanatorium 


and Diagnostic Clinic of Ottawa, Illinois 


1933 — Fifteenth Anniversary — 1948 
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Pedestal-Base 


Mounted... 


and featuring the hydraulic lift system 
formerly available only with “American 
Operating Tables.” 


INCORPORATES AN “AMERICAN” 
ENGINEERED INNOVATION 


A new universal type socket, operat- 
ing by one master control, permits for 
the first time on any surgical or ob- 
stetrical table both INWARD as well 
as outward lateral adjustment of the 
leg-holder post. Leg-holding may now 
be attained by the fastest, simplest 
and most precise method known, 


Model 500 features HEAD-END CONTROL throughout 


... including lowering and withdrawing of Foot Section of table-top by 
CRANK CONTROL-—the crank handles being conveniently placed on both 


ALTERNATE MODEL 400-B sides of Table at head end. 


This popular model, without pedestal base From a sitting or standing position, the anesthetist or nurse at head end 
ad hydraulic lift system, offers all other of Table is able to maintain finger-tip control of (1) Hydraulic lift system 
limesaving conveniences of Model 500. 
lo features the CRANK OPERATED 
f00T SECTION that may be conveniently and shoulder braces (5) Trendelenberg angles (6) Floor locks operating 
‘ontrolled by nurse from either side of 
Table at head end. 


(2) Head and body sections (3) Recessable foot section (4) Ether screen 


simultaneously by a single foot pedal. 


WRITE TODAY for complete information 
AMERICAN STERILIZER COMPANY 
Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND “ets Ta 
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An interesting 
new development 


in 
inunction therapy 


Because of the constant demand for an external 
preparation that can be safely used as a “home 
remedy,” we have developed A-535 Rub. 


A-535 Rub is intended for the symptomatic 
relief of those conditions for which external 
analgesics and counter-irritants are commonly 
used, A-535 contains a combination of anal- 
gesics with a high percentage of methyl- 
salicylate in a new type of greaseless, stainless, 
vanishing base, which permits ease of applica- 
tion and almost instant utilization of the medi- 
cations. 


Because home remedies are used generally, we 
believe the manufacturer has a dual responsi- 
bility. He must offer only such products which 
may safely be used in the average household 
and must inform the medical profession of the 
product’s ingredients and action. 


The formula of A-535 Rub is 
Methyl-Salicylate 

Oil of Eucalyptus 

Menthol 

Camphor 

Base (specially prepared) 


A-535 Rub has been thoroughly tested both 
clinically and in over 6,000 homes. If you 
would like a tube of A-535, just drop us a line. 


THE DENVER CHEMICAL 
MANUFACTURING COMPANY, Inc. 
163 Varick Street New York 13, N. Y. 


| 


9, Portable 


jor Precision Controlled 
SUCTION © PRESSURE ® ANESTHESIA 


Regarded by many general practi- 
tioners as the ideal all-purpose pump 
for precision-controlled suction, pres- 
sure and ether administration, the 
Gomco Model “710” embodies all 
Gomco safety and convenience fea- 
tures . . . standard suction and ether 
bottles with Gomco molded caps, re- 
cessed firmly into the base . . . regu- 
lating and safety valves with gauges 
to maintain the exact, desired suction 
(up to 26” of mercury) or pressure 
(to 30 Ibs.) . . . the Gomco Safety 
Overflow valve guarding the pump 
from suction bottle overflow damage. 
These and other features, plus 
sturdy, compact construction, de- 
pendable performance and _profes- 
sional appearance recommend the 
“710” for general service. Details 
on request. 


A new catalog has just been printed. It 
is yours for the asking. 


MCO 


GO 
SURGICAL MANUFACTURING CORP. 
830M E. FERRY STREET, BUFFALO 11, N. Y. 


Fostering Improved 7 
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The fight may be tough, but RIASOL frequently 
scores the touch-down in psoriasis. Because it really 
works in most cases, this unique formula enjoys the 
distinction of being a “choice” prescription when psori- 


asis strikes. 


With the very first application, RIASOL goes to 
work on the ugly, psoriatic lesions. Usually they clear 
up promptly and the scales gradually disappear. Re- 
currences are often minimal. Simple and pleasant to 
use, RIASOL provides cosmetic relief and mental assur- 


ance—all-important advantages. 

RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 

Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages necessary. After one week, adjust to patient’s 
progress, 

Never advertised to the laity, RIASOL is available 


n 4 and 8 fid. oz. bottles, at pharmacies or direct. 
Write for your free clinical package. 


MAIL COUPON TODAY 
PROVE RIASOL YOURSELF 


After Use 
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12850 Mansfield Ave., Detroit 27, Mich. 
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LOOKING 


FORWARD 


WITH OCCY-CRYSTINE PRESCRIBERS 


Upon the occasion of the thirtieth an- 
niversary of the successful formulation 
of Occy-Crystine by a practicing physi- 
cian, the makers of this product pause 
to convey their appreciation to the many 
members of the profession—who, by their 
numerous prescriptions and voluntary 
communications over the past three dec- 
ades, have testified to its therapeutic 
efficacy and to the beneficial results 


derived from personal and clinical use. 
During the years ahead, with the help 
and guidance of leaders in the pharma- 
ceutical, biochemical and physiological 
fields, and in the light of ever newer 
knowledge, we shall continue to keep 
reports on Occy-Crystine therapy fully 
abreast of the latest findings on the value 
of this saline cathartic, cholagogue, 
diuretic and sulfur-bearing agent. 
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Mattern MXOD-100 MA Double Focus Single Tube X-Ray 


Quality and Value received 
for your Investment 


Compare the Mattern line of X-Ray 
equipment and become aware of 
the fine qualities of unusually ac- 
curate, dependable and easily op- 
erated X-Ray Units. The MATTERN 
—MXOD-100 Unit with Deluxe 
Automatic Push Button Control 
(originally introduced to the X-Ray 
Field by Mattern) is only one of 
the many desirable units available 


for your needs. 


Write today for further details. 


Unit with Tilt Table and Deluxe Automatic Push Button 


Control. 


F. MATTERN MFG. CO. 
4637-59 N. Cicero Ave. Chicago 30, Ill. 
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flatulence, diarrheic movements. Melting point 
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*The word NEO-CULTOL is a registered trademark of 
The Arlington Chemical Company. 


DUODENAL-GASTRIC ULCER 


Treatment: Antacid Rx:—CA-MA-SIL Powder. 
2 tspfis. before and after meals upon retiring. 


Clinical observations of the merits of CA-MA-SIL Antacid Powder are con- 
vincing in the treatment of excess gastric hyperacidity associated with DUODENAL 
and GASTRIC ULCER. Successful management with CA-MA-SIL assures the 
patient of 3 nearly normal meals, prompt relief, and aids rapid healing. The 
longer neutralizing period makes it especially effective in Duodenal Ulcer Therapy.* 


A SPECIAL Magnesium Silicate Development (new in chemistry) for treatment 
of Duodenal-Gastric Ulcers. 
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“Good Medicine’ 


gud a pleasant prescription for better health! 


Today, good nutrition is good therapy, and high on the 
list of nutritionally valuable foods are the citrus fruits. 
Their tempting and refreshing forms, containing a veritable 
storehouse of essential nutrients,* soundly recommend their 
routine inclusion in the patient’s dietary. 

Their content of natural vitamin C—so helpful in the restoration 
of tissue health and vigor*—is extraordinarily high. Their yield 
of easily-assimilated, rich fruit sugars? is excellent; and by improving 
calcium retention,’ they quicken bone and blood building. 
The base-forming properties? of the citrus fruits exert a highly 


beneficial effect throughout the alimentary tract! and encourage * Citrus fruits are hmong 


systemic normality. And their refreshing, tart goodness is the richest k Ca 
always a stimulus to flagging appetites.! 
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convalescence— is always a “good prescription for good health”! ocid end readily 


assimilable fruit sugars. 
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Case History of Colitis Patient 
Shows Effectiveness 
of Cereal Lactic 


PATIENT: 28-year-old Nebraska farmer. Suffered 
for 9 years. Weight 119 pounds. Diagnosed as 
ulcerative colitis. All previous treatments had 
failed to bring benefit. Physician prescribed two 
Cereal Lactic (Improved Vitamin) tablets three 
times daily. Condition showed continuous im- 
provement. Soon weighed 153 pounds. 


Physicians Say . . . Prescribe Cereal Lactic for Colitis. 
From all over the country, physicians have written that 
Cereal Lactic (Improved Vitamin) has helped in cases of 
Colitis. Cereal Lactic (Improved Vitamin) is rich in lactic 
acid . . . and the normalizing influence of lactic acid i 


on non-specific diseases of the colon abounds in ac- 


credited biological research. 
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upon request. 
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By HENRY GRAY, F.R:S. 
Thoroughly Revised and Edited by CHARLES MAYO GOSS, M.D. 
Managing Editor of The Anatomical Record; Professor and Head of the Department 


RAY’S Anatomy of the Human Body—the 
greatest of all textbooks on the subject—has 
just been published in a new (25th) edition. 

The text has been enlarged and thoroughly revised 

throughout and many illustrations have been re- 

place .d or added wherever research in the expand- 
ing science of anatomy has offered new material or 
new points of view. 


Changes have been made which increase the value 
of the book as a practical working tool for students 
and teachers of anatomy, including references at 


of Anatomy, Louisiana State University, New Orleans 


the ends of chapters which are much more extensive 
than in previous editions. 


In editing this classic work, Dr. Goss has made 
extensive changes in the section on muscles and 
fasciae and to a lesser extent in many other portions 
of the book. Although the arrangement of the 
muscles in regional sequence has been retained, the 
action and nerve supply are given separately for 
each muscle instead of immediately following the 


descriptions of the muscles. 
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What apparatus is considered by clinicions : 
to be the most indispensable? j Literature 


They usually reply “My McIntosh Polysine, / please 
Sinustat or Myodyne.” / 
Reason? “It enables me to treat the 
greatest variety of conditions.” The 
Sinustat is also the biggest value of any 
to be had on the market. 


“Lowest priced unit of its kind.” y 
That's what they say when they examine and try the Hogan Myodyne. 
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the new SEAMLESS PRO-CAP Adhesive 
Plaster! 

This 12-page booklet tells you why PRO-CAP 
sticks better—why it sticks longer, without 
wrinkling or curling at the edges. 

It shows with dramatic, unretouched photo- 
graphs how PRO-CAP minimizes irritation— 
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It reviews the role of fatty acid salts in 


adhesive plaster—tells how the value of zinc 
propionate and zinc caprylate was proved by 
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The Feet and Dynamic Posture 


ALLAN A. EGGLESTON, D.O. 


In 1892 the first osteopathic college opened its 
doors to train physicians in a complete and new ap- 
proach to the understanding and treatment of human 
ailments. It was complete in that it offered a basic 
philosophy, a fundamental understanding of the be- 
ginning of the loss of health in the individual; 
complete in the fact that it presented a clinical appli- 
cation to that philosophy that was universal in its 
scope; and complete because it afforded a viewpoint 
that was not limited by “named diseases” or clinical 
entities. It was new because it was not bound by the 
tradition of past errors, and because it was led by a 
man who dared to write, “I quote no authors but 
God and experience.”? 


Among the tenets of that school was the belief 
that the human body will maintain itself in health 
providing all of its component parts and systems are 
able to perform their physiologic duties normally, a 
belief that was later supported by Cannon* in his 
works on the homeostatic mechanisms. The osteo- 
pathic school of medicine has always recognized that 
the patient is more important than the disease, that 
the patient is a physiologic unit of closely interrelated 
and interdependent parts, and that interference with 
the normal function of any part or parts will pervert 
the normal function of the body as a whole. 


It is the purpose of this paper to bring to atten- 
tion again one of the initial breakdowns in normal 
bedy function. Although the relationship of foot func- 
tion to total body physiology has been recognized and 
presented many times, it warrants discussion again 
because too many in the profession fail to think osteo- 
pathically from the ground up. 


One of the major causes of interference with 
normal body function is poor posture and its resulting 
effect on body mechanics. Posture is the attitude 
assumed by the body during activity and rest. Down- 
ing* has pointed out that posture is physiologic and, 
as such, is in a continuous state of motion or flux. 
In spite of this fact, postural evaluation is made most 
frequently with the patient inactive, and corrective 
procedures are designed from this static interpreta- 
tion. Thomas* has contributed to our thinking in this 
held with his series of functional tests to determine 
the coordination and compensation of muscle groups 


*Delivered before the General Sessions of the Fifty-Second Annual 
potion of the American Osteopathic Association, Boston, July 


Montreal, Canada 


in postural examination. Emphasis still remains upon 
the findings in the superstructure, the body, with 
varying degrees of neglect of the base of the struc- 
ture, the feet. Postural evaluation must be made by 
the study of the body as an upright structure on a 
small base. Balance is maintained by the adaptation 
of the structure to its base and to the force of gravity. 


Since man is awake and more or less active dur- 
ing two-thirds of his time, dynamic posture assumes 
far more importance than static posture. Careful 
analysis of dynamic posture requires thorough study 
of body mechanics, which has been defined as the 
mechanical correlation of the various systems of the 
body with special reference to the skeletal, muscular, 
and visceral systems and their neurological associa- 
tions.’ Obviously only a small portion of such study 
can be considered within the limitations of this dis- 
cussion. The entire soma is employed in ambulation 
and visceral function is altered by the body’s adapta- 
tion to locomotion. Therefore attention will be directed 
to the effect of the feet on dynamic posture. Close 
observation will reveal three phases in human gait: 
(1) Initial or heel contact, (2) full plantar contact, 
and (3) the prehensile or “kick-off” phase. 


In the first phase, the foot is dorsiflexed and the 
heel is brought into contact with the ground well in 
advance of the center of gravity of the moving body. 
Dorsiflexion of the ankle brings the wider anterior 
portion of the talar head into the intermalleolar space 
so that the body weight will be accepted by a stabilized 
talus and distributed through the correct channels 
for normal foot function. The weight is transmitted 
downward through the tibia and talus to the os calcis, 
which, in this position, affords a direct channel from 
the long axis of the leg to the ground. The super- 
imposed body moves forward in a weaving pattern 
as the weight is shifted from one foot to the other. 
Control of the lateral movement starts with the ex- 
trinsic muscles of the foot and fine coordination be- 
tween these muscles is required. 


The tibialis anticus, extensor digitorum longus, 
and extensor hallucis longus are employed in dorsi- 
flexion of the foot, but they also aid in controlling 
the shift of the body weight toward the opposite side. 
The peroneus longus and brevis, although they are 
plantar flexors of the foot, help to control the medial 
shift of body weight. The gastrocnemius, plantaris, 
soleus, tibialis posticus, flexor digitorum longus and 
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flexor hallucis longus must relax to permit dorsiflexion 
of the foot, but they must maintain sufficient tone to 
limit the lateral shift of body weight. 


It is apparent that any interference with the 
smooth coordinated function of these muscle groups 
would establish a lateral imbalance in the forward 
progression of the body and so create an instability 
in dynamic posture. Nature has established a wide 
margin of safety in the body that would prevent the 
loss of equilibrium through any minor failure of one 
of these muscles, but compensation for that failure 
would place an abnormal demand upon the tissues 
effecting the compensation. 


The superimposed body weight is transferred 
from one foot to the other during the first and third 
phases of gait, and is sustained by the single foot 
during the phase of full plantar contact. As the body 
weight progresses forward the foot is brought into 
full contact with the ground by the beginning con- 
traction of the plantar flexors, relaxation of the dorsi- 
flexors, and the forward progression of the body. 
Most of the muscles involved in plantar flexion of the 
foot produce supination of the foot; therefore, plantar 
flexion is not brought about by a straight forward 
dropping of the fore part of the foot, but rather by 
a combined motion that brings the lateral border of 
the foot into plantar contact first. This well-planned 
combined motion carries the greater portion of the 
weight load forward through the more rigid and 
stronger lateral portion of the arch. A second stress 
pathway through the more flexible portion of the arch, 
and a redistribution of weight load through the trans- 
verse arch establishes proper weight distribution for 
normal foot function. 


During the second phase of gait, the entire body 
weight is sustained by the one foot while the other 
is raised from the ground and carried forward. The 
normal activity of the plantar musculature in main- 
taining foot stability, and of the extrinsic muscles in 
maintaining lateral equilibrium is essential to normal 
dynamic posture. Perversion of function in either of 
these groups creates a change in weight distribution 
that requires an alteration in dynamic posture. Such 
compensation initiates faulty posture and creates ab- 
normal demands on body mechanics. 


The third phase of gait (which is chronologi- 
cally synchronous with the first phase in the opposite 
foot) throws the weight load forward onto the oppo- 
site foot by a prehensile activity of the arch and 
plantar muscles. The weight load is now shared by 
both feet with a great portion being borne by the 
fore part of the foot in the third phase of gait. All 
five metatarsals and toes must participate in the ac- 
tivity produced by the plantar muscles, and _ lateral 
equilibrium must be maintained by the extrinsic mus- 
cles if normal foot function and normal dynamic 
posture are to result. The foot that is free to per- 
form normally will spread at the metatarsal heads 
during this phase in order to establish optimum cir- 
cumstances for the activity of the plantar muscles, 
and to afford a stable base of support. The toes will 
flex to grip the surface, and impetus to the forward 
movement of the weight load will be provided through 
balanced, coordinated action. 


The three phases of gait just described are con- 
tinuous, one phase blending into the next in a smooth 
sequence of action. They are discussed here as sepa- 
rate, distinct phases to emphasize the several actions 
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involved in gait. Through them, the importance of 
normal skeletal development and relationship, normal 
muscle tone and coordination, and freedom of action 
become apparent. 


The common foot faults encountered in the prac- 
tice of osteopathy are self-induced in accordance with 
the dictates of civilization and its foot fashions. The 
restriction to normal foot function imposed by modern 
shoes is one of the high prices of civilization. 


As soon as a child begins to walk the parents 
begin to worry about “supporting” his feet with 
proper shoes. His first shoes are usually his intro- 
duction to faulty foot function because their rigidity 
restricts the activity of the arch and the plantar mus- 
cles, and the resulting disuse prevents normal devel- 
opment of joint activity and foot strength. During his 
first year of ambulation, he has not yet become siffi- 
ciently civilized to balance his body on an artificial 
heel, so his first shoes have a flat sole throughout. 
As soon as he gets tough enough, his shoes are made 
with a heel that places his foot in a false degree of 
plantar flexion and necessitates added effort to acc m- 
plish the correct first phase of gait. And from then 
on into his maturity he must pass through increasingly 
severe tests of foot stamina by wearing more f«sh- 
ionable and more function-destroying shoes. 


If the child is a girl, the trials are more arduous, 
and ultimate foot distress more certain. (A_ recent 
experience climaxed the ridiculous for me. An 11 
year old girl was brought in by a greatly distressed 
mother. The poor child was undergoing daily massage 
by her mother in an attempt to force the great toes 
toward the midline of the foot so that she could wear 
fashionable shoes.) 


The evaluation of footwear is complicated by 
the demands of fashion, but if those demands are 
discarded in our thinking, analysis of the requirements 
in shoes is simple. Shoes should protect the feet from 
the inclemencies of weather and from the lack of re- 
siliency in modern surfaces. They should not interfere 
with foot function, and they should not alter the 
structures that nature has developed through a few 
million years of evolution. The modern shoe is built, 
advertised, and sold on three premises: style, support, 
and corrective features, none of which has anything 
to do with the actual requirements. 

The average shoe has a heel that is anywhere 
from 1 to 4 inches in height, placing the foot in the 
position which will afford a minimum of stability 
at the ankle; a steel shank which effectively limits 
arch function, and a toe so shaped that normal activity 
during the prehensile phase of gait becomes impos- 
sible. These are the shoes that are recommended and 
fitted even by the conscientious salesman who checks 
his fitting with an x-ray device. In spite of his care, 
the simple process of measuring the width of the foot 
at the metatarsal heads and comparing it with the 
width of the shoe will prove that most of your 
patients wear shoes that are from ™% to ™% inch 
narrower than the foot. Forcing the foot into such 
narrow confines obviously causes impairment of cir 
culation and muscular coordination, and produces 
corns, calluses, and bunions which further 
foot function. 


in nede 


Shoe manufacturers and retailers must meci the 
demands of their market. Their business is to sell 
shoes. As long as the demand is for fashion, ‘eye 
appeal,” and support, physiologically incorrect shoes 
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will be made, sold, and worn. Therefore, it is our 
responsibility as doctors to stimulate the demand for 
physiologically correct shoes. We must teach our pa- 
tients the importance of sufficient width at the meta- 
tarsal heads, a conservative heel, and spacious toe. 
We must encourage them to ask for such shoes 
repeatedly, and to choose carefully from the shoes 
now available. 

Modern shoes produce distortions of gait that 
are basic in their effect on dynamic posture. The 
distortions are of the same pattern, but differ in degree 
between the shoes worn by men and women. As femi- 
nine footwear creates the more dramatic degree of 
distortion, it will be used to illustrate the problem. 


The heel of the shoe maintains the foot in 
plantar flexion so that the more narrow posterior 
portion of the talar head is in the intermalleolar space. 
During the first phase of gait, the effort to create 
ankle stability for the reception of the weight load 
is frustrated. Dorsiflexion is only partially obtained, 
because (1) prolonged posture of plantar flexion has 
permitted a shortening of the Achilles tendon, (2) 
complete dorsiflexion from the plantar flexed position 
would appear awkward and ungraceful, and (3) the 
heel of the shoe would not support the weight of the 
body in the true dorsiflexed position. The heel of 
the shoe is slanted forward so that the weight-bearing 
surface is placed well anterior to the tuberosity of 
the os calcis, and dorsiflexion of the foot must be 
limited lest a shearing force be created that would 
break the heel from the shoe. The instability created 
at the ankle must be compensated for through in- 
creased effort at the knee, hip, and lumbosacral. spine. 
Lateral flexion of the knee is a nonphysiologic move- 
ment, and there are no muscles to create or limit such 
movement, hence lateral instability created through the 
ankle causes strain to the ligamentous support of the 
knee. 

Further analysis of gait will show that eversion 
of the foot is produced by improper shoes. Eversion 
produces external rotation of the tibia and places the 
greater strain at the knee on the internal collateral 
and posterior cruciate ligaments. The muscles involved 
in external and internal rotation of the leg (the 
tensor fascia lata, biceps femoris, sartorius, semimem- 
branosus, semitendinosus and popliteus) are placed on 
strain. The muscles employed in adduction, abduction, 
and rotation of the thigh must accept a greater por- 
tion of the effort to maintain lateral balance of the 
moving body. The balanced coordination of some 
twenty muscles of the hip is thus disturbed and the 
increased tonus of these muscles tends to flex the 
pelvis on the thighs, increasing the pelvic inclination. 
Increased pelvic inclination demands compensating in- 
crease in lumbar lordosis and the anteroposterior bal- 


ance of dynamic posture, as well as lateral balance, 
is disturbed. 


Anteroposterior compensation does not stop with 
the change in pelvic inclination. On the contrary, the 
sic pattern for the most common of postural faults, 
the “dropped front panel,” is initiated. Increased 
Pelvic inclination produces increased lumbar lordosis 
which is compensated by increased dorsal kyphosis. 
The dorsal kyphosis so produced alters the relative 
position of the thoracic cage with a depression of the 
ribs and relaxation of the attachment of the anterior 
belly muscles. Forward bending of the cervical spine 
1s produced and the head is raised to re-establish the 
level of vision. 
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The chest capacity is decreased through the de- 
pression of the thoracic cage, respiratory and circu- 
latory tunctions are embarrassed, and the dome of the 
diaphragm is flattened. The abdominal organs are 
forced into ptosis which interferes with their function- 
ing capacity. Without investigating the tremendous 
field of reflex effect, or interference with normal nerve 
control, the potential damage to body mechanics and 
visceral function produced by this perversion of the 
first phase of gait is awe-inspiring. 

As the gait progresses into the second phase, the 
clad feminine foot fails to attain full plantar contact, 
but is carried into a position of plantar flexion by 
the elevated heel. The lack of anatomical stability at 
the ankle during the first phase is not conducive to 
proper coordination of the extrinsic muscles and the 
combined motion previously described is not properly 
utilized. The forward slope of the shoe throws the 
weight load anteriorly against the toe of the shoe 
and the foot is carried into the position of eversion 
to ease the stress so created. An added factor in pro- 
ducing eversion is the dainty shape of the toe of the 
shoe which creates pressure against the medial side 
of the great toe and forces it toward its neighbor. 

The long axis of the everted foot is at variance 
with the direction of progression of the body, and the 
normal stress patterns through the foot can no longer 
be utilized. The weight load placed on the os calcis 
in the first phase passes forward diagonally across 
the foot from the external tuberosity of the os calcis 
to the head of the first metatarsal. The more flexible 
inner portion of the arch is placed under strain, and 
the foot is actually twisted into a greater degree of 
pronation with each step. The entire plantar muscula- 
ture is placed at a functional disadvantage and liga- 
mentous strain is produced. The steel shank and 
narrow fitting of the shoe complete the limitation of 
proper foot function during this phase. The effects 
on the knee, hip, and body, described for the first 
phase, are exaggerated by the fact that the weight 
must be balanced on one foot during this second phase. 

Conscious (or subconscious) discomfort forces 
the individual to hasten on to the third phase of gait 
when the weight load can be transferred to the oppo- 
site foot. The conformation of the shoe prevents any 
physiologic spreading of the metatarsal heads, and the 
toes, retracted to avoid the distress of being crowded 
against the upper of the shoe by the heel-to-toe slope, 
are incapable of gripping. The body weight can not 
be lifted and thrust forward by this handicapped foot, 
but is permitted to “fall” forward onto the other 
member. The result is the short, fast, mincing gait 
of fashionably dressed women. 

The male foot is embarrassed in exactly the same 
manner, but to a lesser degree. The fact of the lesser 
degree is undoubtedly due to occupational demands 
rather than to any superior intelligence. The laboring 
man must wear shoes that permit him to labor, and 
he has sacrificed style for foot function; but that same 
man probably has in his wardrobe a pair of tight, 
pointed shoes that he wears when dressing up. 

Postural evaluation should begin with an analysis 
of dynamic posture. The patient should be observed 
carefully during ambulation and that observation 
should be made from the ground up. First, attention 
should be directed to the shoes and should include 
notation to their style, their apparent age, the site 
of the greatest wear, and their perceptible effect upon 
the wearer. The length and freedom of the stride 
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should be noted and any error in locomotion should 
receive particular attention. Knee and hip action 
should be studied next and an analysis of body motion, 
the earriage of the head, and use of the arms should 
follow. Foot faults will be reflected, first in the feet, 
then in the extremities and last in the body. An 
understanding of postural defects in the trunk will be 
more easily reached when based upon comprehensive 
study of feet and lower extremities in action. 


Following observation of the ambulant patient, 
he should be asked to stand while detailed examination 
is made of static posture. This should be done first 
with the shoes on and with the patient standing in a 
natural position. Most patients are self-conscious 
when under observation and will assume unnatural 
poses. Skill in management must be exercised to put 
the patient at ease and to direct his attention away 
from the fact that he is being examined for postural 
faults. 

The relative position of the two feet should be 
noted and any tendency to evert one foot to a greater 
degree than the other should be marked. A line ex- 
tending down the lateral border of the tibia should 
strike the center of the dorsum of the weight-bearing 
foot, and the foot should be pointed just slightly lat- 
eral to the direction in which the patient faces. 

The knees should be in normal extension, but 
any tendency toward hyperextension should be ob- 
served. A light tap on the popliteal fossa will reveal 
any inequality of weight bearing, as the favored leg 
will flex slightly while the occupied leg remains firm 
to a comparable tap. The center of the patella should 
be directly superior to the tibial tuberosity and the 
vastus group should be sufficiently relaxed to permit 
lateral movement of the patella. There should be 
equal tension on the right and left iliotibial bands and 
adductor groups. The gluteal groups should be of 
equal mass and tension, and the gluteal fold should 
be at the same level on the right and left sides. Ex- 
amination of the trunk, head, and shoulders for evi- 
dence of postural deviations should follow. 

When examination with the shoes on has been 
completed, the shoes should be removed and examined. 
Evidence of wear, both inside and outside the shoe, 
should be sought. Variance in the site or amount of 
wear between the right and left shoe should be con- 
sidered and evaluated. Depressions and wear in the 
lining of the shoes are often more revealing than 
evidence of external wear, for they can only be 
created by the pressure of the patient’s foot against 
the shoe. The shoe should then be measured for 
length and width and compared with the measurements 
of the patient’s foot. It is wise to measure both right 
and left feet, for not only is there frequent variance 
in the patient’s feet, but, also, surprisingly, there is 
considerable difference in many pairs of shoes. 

Particular care should be exercised in the exami- 
nation of the feet. They should be observed with the 
patient standing, barefoot, for evidence of eversion, 
pronation, retraction of toes, and variance in the 
height of the two arches. The tension exerted on 
the plantar tissues should be palpated while the feet 
are weight-bearing, and the ease with which the inner 
and outer border of the foot can be raised from the 
floor by the examiner should be noted. Gross osteo- 
pathic lesions of the os calcis, navicular, cuboid, and 
first cuneiform can be recognized at this time. 

The postural examination of the patient should 
then be repeated with the shoes off and the findings 
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compared with those previously noted. An appre- 
ciable differenec in the areas of tension will be seen 
in the two examinations. In evaluating the case an 
planning treatment, it must be remembered that the 
patient will have his shoes on during most of his 
activity. Therefore, the postural faults discovered in 
the first examination are those which will have the 
greatest effect upon his body mechanics. 

The management of the patient with postural dis- 
turbances must start, as did the examination, from the 
ground up. Foot lesions should receive first attention 
in the manipulative approach. There is no other 
method of treatment for foot conditions that is as 
effective as osteopathic manipulative therapy. It is an 
error to attempt to correct foot function through cor- 
rection of the shoes alone. Articular lesions of the 
feet demand as skillful correction as articular lesions 
of the spine, and, unless these corrections are made, 
alteration in the shoes will prove futile. At the same 
time the patient must wear shoes that permit normal 
foot function, or the lesions will be produced ayain 
as soon as he becomes ambulant. 

Exercises should be employed to promote no: ial 
joint- movement and to strengthen the muscles that 
are so important in foot function. These exercises 
should include the re-education of the patient in th: art 
of walking. Sore feet and postural imbalance will }ave 
produced an abnormal gait that has become a abit 
with the patient. Even when the foot pain has been 
relieved and postural balance re-established, the }abit 
will persist unless definite effort is made to break i 

Care of the feet should be an integral pari of 
the management of the postural problem. It should 
not be neglected in the evaluation or the treatment of 
the case. Any attempt to correct postural strains that 
are being maintained by faulty foot function will fail 
unless due attention is given to the foot problem. 
It will prove equally futile to attempt to correct faulty 
foot function if there is postural imbalance. 

The osteopathic profession has long recognized 
the interrelationship of man. We must take cog- 
nizance of this interrelationship in our care of the 
patient. We must give full attention to the entire 
body including its limbs, if we are to claim to be 
osteopathic physicians. 

CONCLUSIONS 

The importance of good posture in the mainte- 
nance of health is generally appreciated. The evalua- 
tion of patients in whom there exists a postural 
problem is too frequently based on static findings in 
the trunk alone. Activity performed with bad body 
mechanics causes strains which impede normal physi- 
ology. Dynamic posture must be studied in evaluating 
these cases and particular attention must be given to 
foot function. Faulty foot function will perpetuate 
postural strains and must receive first attention in 
the process of normalizing the postural case. The close 
interrelationship of the human body must be recog- 
nized at all times in the practice of osteopathy. 


1538 Sherbrooke St., W. 
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Saddle Block Anesthesia in Obstetrics* 
A Report of 250 Cases 


DOROTHY J. MARSH, D.O. 
Los Angeles 


DEFINITION 

saddle block anesthesia is a form of low spinal 

anes'hesia confined to the perineal region. 
HISTORY 

he first American writers to describe this 
of avesthesia were Pitkin and McCormack" in 1928. 
Brit: literature has contained articles regarding this 
anes!hesia for perineal and rectal surgery since 1922. 
The nethod failed to gain widespread usage, however, 
due ‘o the. fact that the anesthesia did not remain 
localived in the intended spinal segments, but spread 
throughout an extensive area.* In 1945 Adriani* added 
glucose to the solution of the drug and thus was able 
to control the level of the spinal segments involved. 
The glucose inhibits diffusion and also causes the 
solution to be heavier than spinal fluid. With the 
patient in the sitting position, the solution gravitates 
downward and the drug becomes concentrated in the 
conus of the dural sac. Thus exact localization of 
the anesthetic is possible. Parmley and Adriani* 
reported on the use of saddle block anesthesia in 136 
cases in 1946. Their use of nupercaine rather than 
procaine allowed for longer duration of the anesthetic 
effect. Also the use of glucose in saline or distilled 
water has aided in localizing the effect and thus re- 
duced the incidence of nausea, vomiting, lowered blood 
pressure, and postlumbar-puncture headaches. 


ANATOMY AND NEUROLOGY 


The primary purpose of saddle black anesthesia 
is to block all of the main pathways from the uterus, 
the cervix, the vagina, the external genitalia, and the 
perineum during labor without interference to the 
motor activity of the uterus. In gaining this end other 
nerve fibers of the body viscera and somatic structures 
are secondarily involved. Therefore, it is necessary to 
have complete understanding of the autonomic nervous 
system. The interrelationships of the autonomic nerv- 
ous system are excellently described by Maxson in 
his book, “Spinal Anesthesia.”* 


SELECTION OF PATIENTS 


In our series of 250, no attempt was made to 
select the cases for saddle block anesthesia. It was 
routinely used in all cases of labor. The only contra- 
indications were (1) skin infection of the lumbosacral 
area, (2) known sensitivity to cocaine derivatives, 
and (3) placenta praevia. 

ADMINISTRATION OF ANESTHETIC 

The patient is placed in the sitting position with 
her head and shoulders supported against the chest of 
an assistant. An area from the first lumbar vertebra 
to the coccyx is then prepared aseptically. The site of 
choice for the puncture is the fourth-fifth lumbar 
interspace or the fifth lumbar-sacral interspace. One 
may go as high as the third-fourth lumbar interspace 
with satisfactory results. A skin wheal is then raised 
at the interspace chosen and the intraspinous tissues 
are infiltrated with 1-.per cent procaine. Next 2.5 
'o 9 mg. nupercaine are thoroughly mixed with 1 cc. 
of 10 per cent glucose in distilled water in a 2 cc. 
syringe.- At this time a careful check of the skin 
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wheal is made to detect possible sensitivity to the 
cocaine derivatives. If no area of redness is present 
and the patient has noted no ill effect, a 22 gauge 
spinal needle is inserted into the subarachnoid space. 

As soon as a free flow of spinal fluid is obtained, 
the syringe containing the fluid is attached to the 
spinal needle and aspiration is attempted. One should 
never aspirate more than 0.1 cc. of spinal fluid to 
obtain satisfactory anesthesia. More than this allows 
for dilution and a larger degree of dispersion through 
the canal. Injection should not take place during a 
uterine contraction. The solution is injected rapidly. 
The needle is then withdrawn and the patient allowed 
to remain in the upright position for 30 seconds before 
being placed flat on her back with her head elevated. 
She should remain quiet for at least 10 minutes to 
insure no spreading of the drug in the spinal canal. 
After this period she may turn as frequently and as 
much as she desires. 

REACTION 

The patient first feels a tingling sensation in the 
feet. This slowly ascends as high as the thighs. Next 
she feels a numbness in the feet, the gluteal area, and 
the perineum. Usually she will experience only one 
pain after the injection. Careful observation of the 
effect of the anesthesia reveals anesthesia and partial 
paralysis of the perineum, thighs, legs, and hypogastric 
areas in the majority of patients. Most of the patients 
are unable to move from the thighs downward. Some 
of them retain the ability to move the feet and legs. 
The analgesia of the thighs gradually merges into an 
area of hypalgesia over the lower abdomen, some- 
times as high as the umbilicus. The motor function 
of the fundus is not affected, but the sensory fibers 
to the lower uterine segment and cervix are blocked 
out. The recti are not affected and the patient can 
bear down when requested. Due to the anesthesia of 
the rectal sphincter and perineum the patient is un- 
aware of all rectal examinations. The cervix becomes 
so relaxed that it is best described as feeling like mush. 

TIME OF ADMINISTRATION 

The anesthetic was administered at the end of 
the first stage of labor in 31 cases. The first 15 cases 
in which we administered saddle block anesthesia were 
tried at the end of the first stage in an effort to 
evaluate the perineal results and the incidence of 
outlet forceps. The remaining 16 of the 31 received 
the injection at the end of the first stage due to the 
fact that dilatation was complete on admission to the 
hospital. 


One hundred and eighty-seven patients received 
the anesthetic when the dilatation was between 2% 
and 3% fingers. The remaining 32 received the anes- 
thetic when the dilatation was between 3% and 4 
fingers. These 32 patients received the anesthetic that 
late due to the fact that there was that much dilatation 
present on admittance. 


Table I shows the dosage, time of administra- 
tion, stage at subsequent injection, and the interval 
between the last injection and delivery. The first 50 
patients received 2.5 mg. of nupercaine in 1 cc. of 
10 per cent glucose in saline. Thereafter we altered 
the amount depending on the weight of the patient, 


Dosage, Time of Administration, and Interval Before Delivery 
Dosage: 
Number of patients given 2.5 mg. per injection............ 125 
Number of patients given 5 mg. per injection .............. 110 
Number of patients given 7.5 mg. per injection............ 15 
Time of Administration: 
Stage at initial injection: 
250 
Stage at subsequent injection: 
30-40 minutes after first injection...................... 17 
96 
Interval between Last Injection and Delivery: 
"250 


the length of time estimated for the completion of 
the first stage, and whether repeating the injection 
was anticipated. Eighty-four patients were given sec- 
ond injections; 12 were given a third injection. 

RESULTS 

Complete anesthesia of the perineum occurred in 
249 cases. The degree of pain relief to the patient 
varied. There was complete relief of pain in 230 
cases after the first injection. In 5 cases there was 
no relief following the first injection, so another 
injection was given within 30 minutes that resulted 
in complete relief. In 12 cases there was incomplete 
relief even after the second injection. Of these 12, 
there were occiput-posterior presentations in 8, frank 
breech presentations in 2, and occiput-transverse pres- 
entations in 2. All 12 had some relief, but had a mild 
degree of pain just superior to the pubes and on one 
side only. In 3 patients there was complete failure 
as far as the relief of pain was concerned. Each of 
these patients had an occiput-transverse presentation 
and complained of severe back pain during each con- 
traction. Two of them had complete perineal anes- 
thesia, but the third failed to develop anesthesia even 
of the perineum. The duration of the subjective relief 
varied, but the average range was 1% to 2 hours. 
The longest subjective effect was 7% hours. The 
largest number of injections given to a patient was 
three. Table II describes the results of pain relief. 

Table III lists the parity, presentation, position, 
and type of delivery. It is of interest to note that 
no additional anesthetic was given for low or mid 
forcep extractions. Two patients with breech presen- 
tation were delivered without even whiffs of ether. 


TABLE II—RESULTS 


Total number with complete subjective relief for at 
least 1 hour 235 
Cases with complete relief with one injection......230 
Cases with complete relief after second injection 5 
Total number of incomplete relief after all injections 12* 
Total number of incqmplete relief after each of two 
~ 
Total number of complete failures 3 3 


*Same cases. 
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All version extractions were performed under either 
ether or cyclopropane anesthesia. The patient was 
given only enough anesthetic to relax the uterine 
muscle. As soon as the version was completed the 
additional anesthetic was stopped and extraction and 
repair were done under the effect of the saddle block. 
Five cases terminated in cesarean section. These were 
all done under an additional spinal anesthetic in which 
50 mg. of procaine were administered into the third- 
fourth lumbar interspace. In all cases delivered 
through the pelvis either an episiorrhaphy or complete 
secondary perineorrhaphy was performed. In no in- 
stance was an additional anesthetic needed for these 
repairs. All patients were allowed to deliver spon- 
taneously if possible. Forceps were not used rou- 
tinely, as Table III will indicate. The majority of 
patients were very cooperative in the second stage, 
and with a little instruction worked well with their 
contractions, even though they were unaware o/ them. 


TABLE 
Parity, Presentation, Position, Type of Deliver) 


Parity 
Primaparae 148 
Presentation and Position 
Cephalic Presentations 
Occiput Anterior ....183 


Multiparae 102 Total 250 


Type of Delivery 


OLA Spontaneous 
OLA Low Forceps ............. . B 
OLA Mid Forceps ................ 
ORA Spontaneous ........... .. 62 
ORA Low Forceps ........... ou 
ORA Mid Forceps ............ 3 


Occiput Posterior... 33 
Manual rotation— 


spontaneous deliver) 10 
OLP Manual rotation— 
spontaneous delivery. 2 
ORP Manual rotation and 
forceps following .. . 6 
OLP Manual rotation and 
forceps following ... ae 
ORP Unable to rotate— 
version extraction .......... 10 
OLP Unable to rotate— 
version extraction . 3 
Occiput Transverse.. 21 
Version extraction ..... 
ORT Version extraction . ae 
OLT Laparotrachelotomy .. 3 
ORT Laparotrachelotomy 2 
OLT Manual rotation and 
spontaneous delivery... | 
ORT Manual rotation and 
spontaneous delivery 5 
ORT Manual rotation and 
3 
Breech Presentations ...... 19 
Frank Extraction .............. 6 
Complete Extraction ........ 
Double Footling Extraction ............-..- l 
Single Footling Extraction l 
Twins 
Both breech Extractions _ .............. 
Cephalic and breech Low forceps and extraction | 
Both cephalic Spontaneous ............ 


The amount of blood lost under saddle block 
anesthesia is a distinct advantage. No methods for 
measuring the blood loss have been instituted as yet. 
but the majority of patients lose only the blood from 
the episiotomy and the normal detachment of the 
placenta. The uterus continues to contract am 
retract after the second and third stage without the 
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use of oxytocics. We routinely use 1 cc. of pitocin 
after the second stage. However, in 25 cases we did 
not administer an oxytocic. In all of these the placenta 
detached normally within 5 minutes and no. bleeding 
occurred after it was expressed. No clots were present 
in the uterus after the repair was completed. We 
do not routinely use oxytocics in the postpartum 

riod. In all of these cases there was tapid involu- 
tion of the uterus. 

We have noted that primiparae given saddle block 
anesthesia tend to have after-pains similar to those 
experienced by multiparae. Hemorrhages developed 
in three multiparae following expression of the pla- 
centa. Careful examinations ruled out retained pieces 
of placenta, lacerations, or palpable fibroids. The 
fundus continued to contract rhythmically, but the 
bleeding persisted. Intravenous ergotrate stopped the 
bleeding in 1 case, but in the other 2 a uterine pack 
was finally inserted. The cause for this profuse bleed- 
ing is not known. . 


SIDE EFFECTS 


In 246 cases, the difference in the blood pressure 
before and after the injection was less than 10 mm. 
of mercury. Three patients showed a drop in pres- 
sure exceeding 25 mm. after the first injection. In 
these patients the skin was cold and moist and there 
was nausea and vomiting. Two of these patients re- 
sponded to the administration of oxygen; the nausea 
ceased and the skin dried. The pressure slowly as- 
cended within 50 minutes. The third required ephed- 
rine to correct the hypotension. In one patient there 
was a drop of 30 mm. after the second injection, but 
the pressure became normal upon the administration 
of oxygen. There was no nausea. 

Nausea and vomiting occurred in 16 patients. 
Four of these had had nausea preceding the injection ; 
3 of them were nauseated throughout their labor. In 
the others nausea ceased after the first spasm. All 
reogue were given water and a light diet throughout 
abor. 

Seven patients developed a generalized, uncon- 
trollable tremor after the injection. In 6 this occurred 
during the second stage, and in 1 it occurred during 
the third stage. In each case 50 mg. of demerol was 
administered as soon as the infant was delivered. 
Within 10 minutes the trembling ceased. 

__ All patients were catheterized after being draped 
for delivery. Five patients required catheterization 
only once in the 24 hours following delivery. 

_  Postanesthetic headaches were encountered in only 
) patients. These all occurred between 24 and 36 
hours postpartum. The patients complained first of 
the headache upon ambulation. They all described the 
pain as occurring in the neck and the occipital region, 
extending up over the head, and terminating at the 
torehead. I believe the small number of headaches 
encountered is due to two factors: (1) The routine 
use of pressure over the abdomen following delivery, 
and (2) the patients are allowed to remain in the 


low Fowler position when placed in bed following the 
delivery. 


ADVANTAGES 


_ Low spinal anesthesia is simple to give and re- 
quires little equipment. The patient is comfortable 
and cooperative throughout labor. In the majority of 
tases delivery is spontaneous. Patients are able to 
take nourishment at all times. 

Pressure on the fetal head is relieved, which 
reduces the possibility of cerebral trauma. There is 
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no toxicologic effect on the infant, so fetal anoxia is 
absent. 

The uterus continues to contract and retract fol- 
lowing delivery and placental detachment is rapid. 
This condition persists after expression of the pla- 
centa, thus alleviating postpartum hemorrhage. 


DISADVANTAGES 


Due to the absence of pressure on the fetal head, 
the majority of infants delivered under low spinal 
anesthesia have more amniotic fluid in the mouth, 
pharynx, and trachea than infants delivered under 
other types of anesthesia, except caudal. Knowledge 
of this, however, will allow the infant to be carefully 
stripped before it is allowed to breathe. If this is 
not done the infant tends to drool at the mouth for 
as long as 48 hours after delivery. It also tends to 
regurgitate frequently the first 3 days, if this fluid is 
not carefully removed. 

Drug reactions may occur if the patient is not 
checked for sensitivity. Neurological complications 
may result. However, in our series of 250 cases, 
saddle block anesthesia failed to produce any compli- 
cations except 5 postanesthetic headaches. 


SUMMARY 


Two hundred and fifty patients were given small 
doses of a hyperbaric nupercaine solution to produce 
low spinal anesthesia. The technic for producing 
analgesia and anesthesia is described. It produced 
satisfactory anesthesia for at least 1 hour in 240 
cases. Perineal anesthesia lasted for as long as 7 
hours. The average relief from subjective pain was 
1% to 2 hours. The length of pain relief following 
the second injection was usually much longer than 
that following the first injection. Delivery was spon- 
taneous in the majority of cases. One infant required 
resuscitation after mid forceps delivery. There were 
only 5 cases of hypotension requiring treatment. Six- 
teen patients had nausea and vomiting. Five patients 
developed a generalized tremor. In only 5 cases were 
there post anesthetic headaches. Spontaneous urination 
occurred in 245 cases following delivery. 

The applicability in the majority of cases in 
labor, the ease of administration, the small amount 
of drugs, the exact localization of the distribution of 
the anesthetic, the ability of the patient to deliver 
spontaneously, the unnarcotized infants, and the ab- 
sence of hemorrhage makes this anesthetic a technic 
of choice in obstetrics. Only 250 cases are cited, 
which is not enough to prove the merits and demerits 
of the anesthesia. However, the results were gratify- 
ing enough to warrant publication. Further clinical 
study and trial should be made. 


Note.—I wish to extend my appreciation to Drs. 
Wayne Dooley and C. C. Dieudonne for permission 
to use their case records to bring the total to 250. 


609 S. Grand Ave. 
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Surgical Treatment of Epilepsy 
Preliminary Report 


FREDERIC J. McALLISTER, A.B., D.O. 


Epilepsy has been referred to as the “hopeful” dis- 
order to characterize the attitude of the patient toward 
the disease which has been regarded with despair by 
both the members of the healing professions and the 
laity. In recent years there has been some progress in 

therapy. which has given promise that physicians may 

change their attitude of hopelessness to one of hope- 

fulness. 

According to Van Wagenen,' “Epilepsy represents 
a physiologic insurrection and rebellion within the 
nervous system. Like its political counterpart, a revolt 
may start at any of the levels of government and 
spread far or remain local. The provoking incidents 
may be varied and manifold or they may be the same 
each time.” 

Teagarden? points out that many physicians versed 
in encephalography prefer to speak of “cerebral 
dysrhythmia,” because of the brain pattern in epilepsy. 

Etiologically organic defects are accepted. Psycho- 
analytical theories have also been advanced to show 
that epileptic seizures are a narcissistic flight into the 
unconscious in order to avoid intolerable situations. 
The explanation is highly theoretical. 

The epileptic “fit” is the most conspicuous mani- 
festation of the disease. Gradations of this episode 
run from the most severe convulsive attacks to the 
mild, hardly discernible, transitory changes of mood 
or attitudes of the epileptic equivalents. 

Van Wagenen! states that the variations of epilepsy 
may be classified in several ways. He says that the 
oldest and best-known classification is that which 
divides the manifestations into petit mal, grand mal, 
and the epileptic equivalent. While this classification 
is a purely descriptive clinical one, it is agreed to in 
part by the investigators of electroencephalography 
who have found fairly characteristic wave form 
changes corresponding to each of the clinical types. 

However, Van Wagenen is of the opinion that a 
classification of epilepsy on the basis of known, etiolo- 
gic agents leads to clearer thinking and to better 
therapeutic understanding. Little by little some item 
is taken away from the “catch-all basket called 
idiopathic epilepsy” and is considered instead on a 
physiologic or pathologic basis. He says that brain 
tumor of slow growth used to be, and even now is, 
occasionally considered to be idiopathic epilepsy until 
the true diagnosis is eventually made. 

Van Wagenen’s classification divides epilepsy into 

(1) intrinsic organic nervous system lesions associated 
with epileptic seizures; (2) extrinsic nervous system 
agents associated with epilepsy; and (3) idiopathic 
epilepsy. Under the first type are considered space- 
displacing masses, such as tumors, principally cere- 
bral, cysts of the pia-arachnoid, cerebral cysts, and 
granulomas; traumatic, infectious, posthemorrhagic, 
and ischemic cicatrices; spirochetal, virus, pyogenic, 
and granulomatous infections; diffuse progressive and 
isolated stationary degenerations of unknown cause; 
arteriosclerotic and angiospastic vascular changes and 
those due to congenital anomalies; and congenital 
anomalies of the brain. Under the second classifica- 


Des Moines, Iowa 


tion are considered toxins and poisons, disturbances 
of metabolism, and cerebral anemia. The etiolovy of 
idiopathic epilepsy is as yet not understood but it js 
considered that it is of intrinsic nervous system origin, 

Work accomplished by Van Wagenen and Herren® 
and by Akelaitist shows that sections of the com- 
misural pathways contained in the corpus cal\osum 
may be carried out without any untoward effect on 
the patient. Such a section may serve to limit the 
spread of an epileptic wave to the opposite hemis) here. 
When such limitation occurs the patients do not seem 
to lose consciousness or have generalized convw'-ions. 
When there are multiple areas from which an \ jjilep- 
tic wave may originate, possibly simultaneou-!y, a 
section of commisural pathways between hemis)lieres 
may not have any influence on the seizures. Sich is 
the conception of the Jacksonian seizures an the 
basis for modern brain surgery. Such a background 
may account for some of the results obtained through 
the use of osteopathic cranial manipulation under com- 
plete anesthesia, a method now routinely employed at 
the Des Moines Still College Osteopathic Hospital at 
the time of the abdominal surgery. 

Stuck® has compiled a questionnaire of valuc in de- 
termining the type of epilepsy from which the patient 
suffers. It is as follows: 


1. Can observers predict that you are going to have an 
attack? If so, how? 
2. Have you any warning that an attack is coming? If 


so, what is its nature? 

3. At the beginning of an attack, do the eyes, the head, 
and the entire body turn together or separately to one 
side? If so, to which side? 

4. Does one arm, leg, hand or foot move before another? 
If so, which? 

5. Does one side of the face twitch at the beginning. of 

an attack? If so, which side and how? 

Is there a cry at the onset of the attack, or during it? 

. Is there weakness in any part for a time after an 

attack? If so, what part and how long? 

. Is there any unusual feeling in any part for a time 

after an attack? If so, what part and how long? 

. Is speaking disturbed -before, during, or aiter an 

attack? If so, what is its nature? 

10. Is there a difference in behavior -before or aiter an 
attack? If so, what is the nature and how long does 
it last? 

11. Discuss in detail the order of the events in the attack. 


In addition the writer considers it pertinent to in- 
quire if attacks are more likely to occur when the 
patient is constipated, when he is hungry, or when he 
has overeaten. 

Charles A. L. Reed’ 67.3910 was an early investi- 
gator of the possibility of abdominal conditions 4s 
etiologic factors in epilepsy and at one time even went 
so far as to announce the discovery of the “epilept'- 


coccus”? which did not stand the test of time. \t leas! 
no present day information is available. 
The investigations of W. Curtis Brigham! during 


the past 3 decades have presented indications thal 
alteration of the colonic pH and the incompe!: °! 
the ileocecal valve coupled with the arrest of th: uppet 
arm of the sigmoid were the causative factors in cer 
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tain types of epilepsy. Reed, in his study of over 1000 
cases, never mentioned the sigmoid interpretation but 
was quite free in blaming epilepsy on the splanchnop- 
tosis, the concomitant chronic constipation with its 
resultant toxins, and low blood pressure levels. 

Reed’ found that in certain types of epilepsy “there 
exists a mechanical distortion of the alimentary canal 
and an ever present and persistent retardation of the 
fecal current. That this retardation is mechanical 
rather than either atonic or reflex is amply proved by 
the prompt disappearance of the constipation with its 
resuliant symptoms in the great majority of cases after 
correction of the mechanical defect.” 

The records of 230 cases studied by the writer over 
a period of 11 years show that satisfactory alleviation 
from symptomatic convulsant attacks was affected in 
145 or 63 per cent of the cases. It has been impossible 
to follow all of these cases in their entirety but there 
has not been a single surgical death and in no instance 
have epileptic seizures been increased. Eighty-five, or 
37 per cent, of the patients studied reported their con- 
dition as unchanged after surgery. 

This study indicates that the greatest single factor 
in the production of convulsive attacks in selected 
cases is the retardation of the fecal flow rather than 
alterations of the pH mentioned previously. Experi- 
mental work on animals has demonstrated that the 
toxic products from an animal with experimental 
epilepsy can be injected into a control animal without 
apparent effect. 

In man, the observer familiar with living pathology 
of the abdominal viscera can always note certain other 
definite invariable conditions, namely, infection of the 
intestinal follicles, infection and enlargement of the 
lymphatics, and venous stasis of the mesenteric circu- 
lation. Even in the mildest forms of petit mal, mesen- 
teric lymphatic glands larger than a hen’s egg have 
been noted, which should demonstrate ileitis conclu- 
sively, when localized in that area. 

Subnormal temperatures and low blood sugar levels 
seem to be a constant factor in those cases where the 
epileptic seizure is traceable to a mechanical distortion. 
Only those cases in which fluoroscopic and x-ray 
examination by barium enema demonstrate that the 
patient has both an incompetent ileocecal valve and a 
sigmoid that is tied down by fibrotic attachments of 
congenital or acquired nature below the level of the 
anterosuperior spines are chosen for abdominal surgi- 
cal intervention. 

It is highly important that the technic of the barium 
enema be constant and the preparation of the patient 
thorough. The following routine should be employed: 
(1) The patient should be free from all laxatives or 
enemas for at least 24 hours before taking the barium 
meal; (2) the barium meal should be taken at 9:00 
am.; (3) the first picture, to show the stomach and 
beginning duodenal transit, should be taken 10 min- 
utes later with the patient upright; (4) the second 
picture, to show conditions at the ileocecal juncture, 
should be taken at 3:00 p.m. with the patient prone; 
(5) the third picture, to show the condition and posi- 
tion of the colon, should be taken at 9:00 the next 
morning with the patient upright. These pictures are 
essential. According to the indications in the individ- 
ual case, others may or may not be taken. Roent- 
genograms may be made after ingestion of barium to 
show (a) completed transit or (b) relative positions 
of the colon in prone or standing positions; they may 
be made after barium enema to show whether or not 
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(c) redundancy of the sigmoid, (d) ileocecal incom- 
petency, or (e) other significant conditions are pres- 
ent. Decensus of the liver and kidneys will not be 
shown by these roentgenograms, but may be detected 
by palpation in different positions. 


Hirsch,!? as well as other investigators, mentions 
the old appendicostomy and the so-called Lane kink 
operation in his classification of types of surgical tech- 
nic for epilepsy. 


Anastomosis of any portion of the arrested bowel 
has not been necessary in the cases of this study. 
Adhesions, either acquired or congenital, were found 
in each of the 230 cases in which surgical interven- 
tion has been employed. The group of patients sub- 
mitting to surgery, represents an age range of from 
18 months to 58 years. It is the opinion of the writer 
that attacks not occurring until after 30 years of age, 
unless due to trauma to the abdominal viscera, such 
as kicks in the abdomen, crushing accidents, etc., are 
likely to be of cerebral origin. Encephalographic 
readings will demonstrate the suspected presence of 
brain calcifications, scarring, and tumors. 


Cyclic occurrence of attacks in relation to the 
menses in the female always warrants endocrine in- 
vestigation. Many cases are of the periodic type and 
some patients have indicated that although they do 
not have a definite aura, the periodic appearance of 
the attack can be calculated. 


It is reasonable to suppose that patients suffering 
from such epileptic equivalents as nocturnal petit mal, 
uncontrollable sleepiness, short periods of amnesia, 
and other mild manifestations would have the least 
amount of mechanical interference. This is not the 
case as our records show that the degree of intensity 
of convulsive attack is not in direct proportion to the 
amount of mechanical inadequacy. 


Modern medical alleviations by the use of pheno- 
barbital, delvinal sodium, or other acceptable prescrip- 
tions in the amounts indicated by the case at hand, 
have in most of my cases been discontinued after a 
period of time. However, patients are informed that 
they may have attacks anytime within 1 year follow- 
ing the operation, and that violent immediate post- 
operative attacks are the rule rather than the exception. 
As the alimentary canal has had its mechanical diffi- 
culties corrected it is axiomatic that the tendency is to 
return to normal. 


In this study the cases for surgery have been chosen 
with utmost care and many more patients have been 
turned away than have been operated upon. It is 
highly essential that all causative factors except intes- 
tinal indications are eliminated and that surgical in- 
tervention be limited to a definite type of epilepsy. 
The thinking and rationale is purely osteopathic in 
concept and there is no reason why more surgeons 
in the profession cannot be trained to do this meticu- 
lous surgery. 

SUMMARY 

1. Epilepsy has been classified with suggested 
treatments. 

2. A method of diagnosis and surgical treatment 
for the intestinal type of epilepsy has been presented. 

3. An outline for x-ray diagnosis of certain clas- 
sifications of epileptics is presented. 

4. A series of 230 cases of intestinal epilepsy has 
been reviewed. There was alleviation in 63 per cent 
of patients and no report of aggravation of the con- 
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dition. Thirty-seven per cent of the cases were re- 
ported as unchanged. 
5. There were no surgical deaths in the 230 pa- 


tients operated upon. 
6. Osteopathic surgical interpretation is effective 
in this particular tvpe of epilepsy. 
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Evaluation of Abdominal Conditions Simulating Spinal Disorders 


H. J. MecANALLY, D.O., F.A.C.O.S. 
Kansas City, Mo. 


It is not uncommon for a patient to consult his 
doctor for back pain only to find that it is secondary 
to another condition. Generally when the back pain is 
the primary complaint, but is due to an abdominal 
disorder, that disorder is located in the posterior ab- 
domen or is retroperitoneal. This is explained by the 
fact that if the abdominal disorder is such that it 
contacts and irritates the anterior peritoneum, anterior 
abdominal pain will be the primary complaint, unless 
the pathological process is extensive enough to pro- 
duce posterior pressure. 

In all cases of semiacute back pain the tempera- 
ture, pulse, and respiration should be checked and 
blood counts, urinalysis, and survey films of the ab- 
domen and spine made. These procedures should be 
carried out in addition to obtaining a general history 
and making a general physical examination. The phys- 
ical examination should always include bimanual and 
rectal examinations since many pelvic disorders can 
not be ascertained any other way. 


All too often the patient presents himself with 
lumbar pain which is diagnosed as lumbago. He is 
given manipulative treatment or, even worse, sedatives 
and told to return when the medicine runs out if the 
pain still persists. This patient may be suffering from 
a suppurative process such as perinephric abscess or 
pyonephrosis. If the pain radiates to the perineal re- 
gion it is strongly suggestive of involvethent of the 
excretory portion of the urinary tract, such as is 
found in passage of gravel or calculi. 

In my surgical experience I recall a few cases 
where the predominant symptoms were associated with 
the back. The most recent was that of a married 
woman, aged 45, who gave a history of a fall on her 
sacrum and coccyx 2 months previously which resulted 
in some sacrococcygeal pain which gradually subsided. 


After an absence of approximately 1 month, the 
pain recurred with increasing intensity. The patient 
was referred to the orthopedic department where a 
tentative diagnosis of coccyodynia was made and the 
involved area treated with local infiltration anesthesia. 
Complete relief followed for approximately 24 hours; 
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then the intense pain recurred. The treatment was re- 
peated with a shorter duration of relief. At this time 
the patient was referred by the orthopedic departiient 
for a general examination. 

History revealed a panhysterectomy 5 years pre- 
viously and hemorrhoidectomy 3 years previously. lhe 
remainder of the history was not significant. Bimanual 
examination revealed a mass in the posterior aspect of 
the left broad ligament; otherwise the physical ex- 
amination revealed nothing of interest. Laboratory 
findings were normal. The patient was advised that 
surgery was necessary and a laparotomy was per- 
formed which revealed a left, cystic ovary low in the 
broad ligament with the distal portion of the descend- 
ing colon firmly adherent to the cystic ovary. The 
colon was freed, the ovary excised, and all raw sur- 
faces peritonealized. As soon as the patient recovered 
from the anesthesia she remarked that the pain in 
the lower back and sacrum was gone. 

It is quite common to find women who complain 
of a sacral or lumbosacral backache. In many of these 
cases the patient is suffering from a retrodisplaced 
or a prolapsed uterus. Usually these patients. will 
describe their pain as a low-back pain running through 
the lower pelvis and giving a sensation of bearing 
down. Often in this condition the pain will be tem- 
porarily relieved when the uterus is replaced manually 
and supported in position by a pessary. If the pain 
is relieved by this procedure it is ample indication for 
corrective pelvic surgery. If the pain is not relieved 
then the orthopedist should try to rule out all other 
etiological factors before resorting to pelvic surgery. 

In considering the sacral and lumbosacral pain it 
is necessary to rule out all posterior pelvic pathology 
and inflammation. A good case history is essential, 
for it may reveal some condition such as endometri0- 
sis, which is a common offender and is insidious in its 
onset. If the endometrial implant is posterior and 1s 
causing irritation and contraction of the uterosacral 
ligaments, the predominant symptom may be low-back 
pain. However, the history will usually reveal dysmen- 
orrhea starting with the menstrual flow and increasing 
in intensity during the flow, exacerbation of the back 
pain during this period, dyspareunia, and usually obstt- 
pation. 
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Another condition which may cause low-back pain 
is chronic pyosalpinx. In this condition the history will 
usually reveal acute salpingitis some weeks or months 
previously, leukorrheal discharge, dysuria, and dys- 
menorrhea starting 1 or 2 days preceding the mens- 
trual flow and gradually subsiding after the flow has 
started. 
Before concluding the discussion of pelvic dis- 


orders, some consideration must be given the neo- 
plasms involving the uterus and its adenexa. The most 
common neoplasm of the uterus is probably the fib- 
romyoma. This tumor enlarges slowly and progres- 
sively and it may grow in or out from the uterine 
wall. The posterior subserous and submucous types 
are 10st apt to be confused with low-back conditions 


since lumbosacral pain is the first symptom of which 
the patient complains. This type of tumor will con- 
tinue enlarging and exerting pressure on the poster- 
jor pelvic structures until it is either discovered and 
removed or until its size forces it out of the pelvis 
into the abdomen. As a rule it does not give rise to 
gross dysfunction until the narrow pedicle can no 
longer furnish a sufficient blood supply and necrosis 
sets in. 

The patient usually complains of pain in the 
morning when she first gets up which is relieved after 
she moves around for a while and increases the 
circulation to the congested area. Pain recurs in the 
afternoon when the patient complains of being tired 
and having a dull aching type of pain in the lumbo- 
sacral area. Rest, heat, and massage or manipulation 
of the involved area will produce temporary relief, 
but will have to be repeated the following day. 

Other neoplasms of the pelvis may produce the 
same back symptoms as a uterine tumor, but as a 
rule there are other manifestations that suggest more 
pointedly the nature of the disorder to both the physi- 
cian and the patient. 


Just outside the pelvis is the appendix which 
manifests itself in many different ways when in- 
flamed. Unusual manifestations usually occur in the 
very young and in those past middle age. 


One unusual case was that of a man 60 years 
of age who entered the hospital for diagnosis of the 
cause of an acute pain in the region of the head 
of the right femur. He did not complain of any ab- 
dominal discomfort, nausea, diarrhea, or constipation. 
His white blood count was 12,100. The differential 
count was normal except for a polymorphonuclear 
count of 72 per cent. Temperature, pulse and respira- 
tion and results of urinalysis were normal. Blood pres- 
sure was 150 systolic and 95 diastolic. The antero- 
posterior roentgenographic film showed a slight mot- 


tled area over the acetabulum and head of the right 
femur. 


The patient was kept under observation 4 days 
when surgical consulation was procured. At this time 
the patient was in a semicomatose condition, the tem- 
perature was subnormal, and the pulse rapid. The 
white count had dropped to normal, the polymor- 
Phonuclear count was within the normal range, and 
there was a marked shift to the left. Upon examination 
the chest was found to be normal and the heart was 
normal except for tachycardia. Blood pressure was 90 
systolic, 65 diastolic. 


_,. The abdomen was flaccid, peristalsis had dim- 
mished, and there was only slight distention. Upon 
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deep palpation there seemed to be a circumscribed 
mass deep in the iliac fossae. Rectal digital examina- 
tion verified the existence of a mass. A diagnosis of 
appendiceal abscess was made and after appropriate 
treatment for toxic shock, the patient was prepared for 
surgery. Upon opening the abdomen the intestines 
looked perfectly normal, but low in the iliac fossa the 
cecum was covering a walled-off appendiceal abscess 
containing much pus, which was overwhelming the 
patient. Following drainage of the pus, the pain asso- 
ciated with the head of the right femur was relieved. 


Another condition of the abdomen that frequently 
has backache as a predominant manifestation is pos- 
terior ulceration of the second portion or of the distal 
portion of the first section of the duodenum. In this type 
of ulceration the patient usually does not present the 
clinical manifestations of the more common peptic 
ulcer situated at the proximal portion of the duo- 
denum. He complains of pain in the area ranging from 
the fifth to the tenth thoracic vertebrae and usually 
gives a history of having this pain over a period of 
years. At surgery or autopsy in this type of ulcera- 
tion, the lesion is found to contain much scar tissue 
which has firmly bound the duodenum to the head 
of the pancreas and to posterior abdominal structures. 


The pain of duodenal ulcer is not due to the ulcer 
itself but rather to the contractions induced by the 
inflammation of the ulcer. These contractions vary 
with the inflammatory process; therefore, there will 
be relative quiescent periods followed by pronounced 
exacerbations of the pain. The inflammation usually 
increases during seasonal changes as in the spring and 
fall and may be influenced materially by respiratory 
and oral infections, especially of the teeth. It is a 
well-known: fact that overwork, fatigue, worry, and 
nervous tension influence the gastroduodenal motility 
and secretions through impulses over the autonomic 
nerves, especially the vagus. Therefore, in duodenal 
ulcer there is an increase in thoracic pain when the 
patient is overworked or under undue nervous tension. 

Tumors of the body and tail of the pancreas are 
relatively infrequent in comparison with tumors and 
inflammation at the head of the pancreas. When they 
do occur the picture is much more baffling than in 
those at the head where the pancreatic and bile ducts 
are involved. In tumors and cysts of the more distal 
parts of the pancreas the principle symptoms are back 
pain, rapid loss of weight, and anorexia. As the tume- 
faction or cyst increases in size the diagnosis may be 
made by x-ray which will reveal displacement of 
adjacent organs. 

Occasionally an aneurysm of the abdominal aorta 
produces enough irritation to adjacent structures to 
cause local muscle spasm. This type of pain is usually 
not severe until the patient indulges in fairly strenuous 
exercise; then it may become quite sharp and may 
produce symptoms of syncope or shock if there is 
undue stretching or tearing of the sac. 


In summary, all patients with back pain should 
have a detailed history taken, followed by a complete 
physical examination, and routine laboratory and x-ray 
examinations. Depending on the findings of the initial 
examination, special laboratory and x-ray examina- 
tions and consultation should be utilized to reach the 
final diagnosis which must be made in order to 
establish a good therapeutic rationale. 
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Management of Simple and Severe Sprains* 
GLEN W. COLE, D.O. 


The seriousness of sprains is often not fully con- 
sidered by the physicians who undertake to treat them. 
These injuries require the same amount of care in 
diagnosis and treatment as fractures or more exten- 
sive injuries involving joints. The injury producing 
the sprain is frequently the same as or similar to 
that producing a fracture into the joint, except that 
in the former there is no break in the bone. There 
may or may not be displacements of the joint sur- 
faces, depending upon whether laceration of the liga- 
ments allows such bony displacements. The extent 
and type of ligamentous injury must be definitely de- 
cided before treatment of sprains can be carried out. 

The purpose of this paper is to deal with gen- 
eral considerations in the management of sprains 
based upon the pathological changes that occur and 
the sequence in which these changes develop. Specific 
variations with location are principally variations in 
manner of support. 

For the purpose of clarification, the following 
definitions are included: 

Dislocation —The complete and persistent dis- 
placement of the articular surface of one of the bones 
entering into formation of a joint from that of its 
fellow. 

Subluxation.—An incomplete dislocation in which 
the normal relationship of the articular surfaces is 
disturbed but in which they are partly in contact. 

Sprain.—A temporary subluxation, in which the 
articular surfaces have returned to their normal posi- 
tions, and in which there has resulted more or less 
damage to the ligaments, tendons, and muscles around 
the joint. 

Sprain-Fracture.—A sprain in which a small por- 
tion of one of the bones, usually a ligamentous inser- 
tion is separated from the bone. 

Strain.—Excessive effort or undue use produces 
an overstretching of the muscle, which may result in 
the parting of individual fibers or actual rupture of 
large muscle bundles, the latter being rare. 

The pathology and symptomatology of simple and 
severe types of sprains will be considered separately to 
aid in correlation of management. In simple sprains 
there is microscopic stretching of the joint capsule, 
ligaments, and tendons. The tissue damage is con- 
fined to individual fibers. There will be pain and ten- 
derness with swelling and limitation of motion fol- 
lowing a history of twisting, stretching, or injuring 
the articulation through external trauma. If ecchy- 
mosis occurs, it will be minimal. Local or point ten- 
derness is not too pronounced. 

Severe sprains are accompanied by marked swell- 
ing, effusion into the synovial space, and laceration of 
the capsule and ligaments of gross proportions. There 
is a history of severe trauma, either the result of ex- 
ternal violence or of the patient’s muscular efforts. 
Ecchymosis becomes quite marked in from 6 to 24 
hours. Hematoma may develop or hemarthrosis may 
occur. Disability is complete; any attempt to move 
the part invokes pain and muscular spasm. The sep- 
aration of ligamentous structures is often palpable. 
Localized joint tenderness may be present, especially 
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over bony prominences, and may indicate sprain-frac- 
ture, in which an avulsion type of fracture occurs at 
the site of ligamentous or tendinous attachment. A 
small fragment of bone is pulled away from the main 
structure. X-rays are indicated to aid in diagni sis, 

An interesting theory of effusion into the ari :cula- 
tion is based on vasomotor disturbance induced |, re- 
flex reaction from the injury to nerve plexuses » ithin 
the involved ligaments. 

The pathology of strains is included, becau- the 
two conditions are frequently present as a resiilt of 
the same injury. There may be any degree of © jange 
in the muscle, from a slight separation or prting 
of the fibers to complete rupture of the muscle. “here 
is local minute hemorrhage and slowly deve’ ping 
ecchymosis, with tenderness, or gross hemorrhag« with 
rupture, pain, and spasm. The slight strain wil’ pre- 
sent some degree of swelling, tenderness to palj tion, 
and pain when the involved muscle is used. The rup- 
ture will be apparent, and use of the muscle lo-t. 


MANAGEMENT 


Regardless of severity of injury and extent of 
damage, one is safe in prescribing continuous ice 
packs to the painful and swollen area within the 
first 24 hours. During this period, the tendency 
to swell, due to effusion, ecchymosis, or gross hem- 
orrhage is progressing. Vasodilatation is in all prob- 
ability part of the picture. It is possible that a local 
shock effect is present with loss of plasma protein 
from the blood stream into the tissue spaces. .\ll of 
these effects are retarded by the local cold application. 
Another advantage of the cold is its pain relieving 
quality. Elevation of the involved part enlists the aid 
of gravity in reducing or preventing swelling. An 
elastic bandage will support the area and be of some 
value in reducing and preventing swelling. 

The aforementioned phase of management may 
be started immediately upon call and instructions given 
over the telephone, in order that treatment may be 
instituted without delay. It may be the only treatment 
during the first 24 hours. However, sedation or anal- 
gesics may be required. 

Upon examination of the patient, it is important 
that we elicit a careful history of the injury with a 
record of time, place, circumstances, and witnesses to 
the accident or trauma. Such information is essential 
to both patient and physician for reports and for use 
in the event of settlements and medicolegal complica- 
tions. The examination record should include range 
of motion, location of tenderness and swelling, palpa- 
tory findings, and comparison of those with findings 
after injection of local anesthetic into the painful areas, 
if such procedure is employed. 

The use of local anesthesia is of both therapeutic 
and diagnostic value. Abolition of pain will permit 
motion and may aid in revealing hypermobility or in- 
stability, where ligaments have been lacerated. The 
tenderness of avulsion fracture is likely to persist in 
spite of infiltration. Therapeutically the loss of pain 
permits normal or nearly normal function of tlie ar- 
ticulation with proper support and aids in decreas 
ing recovery time. Where no gross damage exists, 
function is the best aid to normal circulation an! re 
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The simple sprain will respond well to the pre- 
liminary use of ice followed by support. Local anes- 
thetic may or may not be necessary, depending upon 
the degree of pain. After the first 24 hours, heat and 
massage improve the circulation. Heat may be applied 
at home by means of hot compresses, electric pad, or 
infra-red lamp for periods of not more than 30 min- 
utes each. Beyond that time, heat serves to increase 
congestion. Continuous use of heat is to be discour- 
Rather it should be applied for alternate half 
hours ‘hroughout the day. Alternating heat and cold 
is also useful, in that the alternating vasodilatation 
and vasoconstriction produced has a pumping effect 
upon the flow of blood. Massage of the part imme- 
diately following the application of heat also has a 
similar effect. Osteopathic manipulative treatment ap- 
plied io the spinal areas associated with the injury is 
beneficial in maintaining the balance of the vegetative 
nervous system and, in turn, that of the circulation. 
Passive motion of the injured part is as important as 
massage, to continue function. 

Support to the injured joint.may be supplied by 
either adhesive tape or elastic adhesive. The simple 
sprain should be strapped in such a manner that the 
articulation is supported and its motion limited to 
some extent. However, encirclement should be avoid- 
ed, particularly with regular adhesive, because of the 
possibility of interfering with circulation. Application 
of multiple strips of 1 or 2 inch adhesive, with the 
strips crossing at the site requiring support and fan- 
ning to a broad base above and below the site will 
serve well. The main supporting adhesive should be 
applied in the direction of the injured ligament or 
ligaments. It may be necessary to wrap gauze band- 
age over the adhesive to keep it in place until it ad- 
heres well. The elastic adhesive may be put around 
the area with figure-of-8 technic, crossing over the 
area requiring support. The position for strapping is 
one which approximates or shortens the injured liga- 
ment, tendon or muscle. 

Early activity is to be encouraged. Usually after 
+ days the support may be discontinued or replaced 
with a lighter support such as an elastic bandage or 
special support for the particular area. 

Severe sprains are the result of greater injury 

and as such require more care than is necessary for 
simple sprains. The local infiltration may serve only 
to give some pain relief and aid in diagnosis by mak- 
ing examination less painful and more thorough. 
Where effusion exists, it is necessary to aspirate the 
fluid or blood before infiltration. Careful examination 
before and after injection will help to reveal damage 
that may be overlooked due to the pain of palpation 
and motion prior to the administration of the local 
anesthetic. If local or point tenderness exists, espe- 
cially over bony prominences, x-ray studies must be 
made. The presence of fracture demands complete 
rest of the part until union takes place, or the removal 
of the bone fragment may be indicated. 
_ Differentiation between synovitis and fracture is 
important. In synovitis, notably at the knee, the swell- 
ing is globular and there is no local tenderness. How- 
ever, sprain and synovitis or bursitis may coexist. In 
fracture, local tenderness and, perhaps, crepitation are 
present. If tenosynovitis is present, the swelling and 
crepitus will develop along the tendon and not over 
the joint. 

Slight lacerations will heal with adhesive support, 
and early activity as outlined for simple sprain. Larger 

erations require immobilization with rigid cast or 
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surgical repair. Surgical repair is followed with 2 
weeks of immobilization, followed by passive motion, 
increasing activity, and use of heat and massage as 
outlined for simple sprains. 

Active treatment is my method of choice and has 
proved successful. It has been advocated by osteo- 
pathic physicians as a physiological method for a num- 
ber of years. The use of passive and active motion 
with heat and support has stood the test of time. The 
only new addition is the use of local anesthesia to 
overcome pain and permit activity with greater com- 
fort. This use of anesthesia is in no way contrary to 
osteopathic principles, and it is very gratifying to the 
patient. 

TECHNIC OF LOCAL INFILTRATION 

After the diagnosis has been definitely established 
and after marginal fracture and bone disease have 
been ruled out by roentgen examination, the applica- 
tion of local anesthesia can be considered, with or 
without early weight bearing. The point or points of 
maximum tenderness are located; they will usually be 
no larger than 1 cm. in diameter. There may be sev- 
eral such points. The skin is prepared with a suitable 
antiseptic, a skin wheal is raised with a small amount 
of the solution, and 0.5 to 1 per cent solution of novo- 
cain infiltrated into the tender areas or lacerated liga- 
ments. One per cent eucupin dihydrochloride solution 
may be added for prolonging the anesthetic action or 
one of the special preparations for prolonged effect 
may be employed. 

The patient should be instructed concerning the 
expected effect. The area becomes painless immedi- 
ately and the patient is astonished that he can use the 
part without discomfort. He should be warned that 
dull pain and throbbing will return in from 1 to 4 
hours if novocain has been used or after a longer 
period if one of the special solutions has been em- 
ployed. However, this discomfort is never so severe 
as the original pain, and he should continue to use 


- the joint. By the next day, or a maximum of 48 


hours later, most of the discomfort will be gone. This 
average schedule of relief is modified by several fac- 
tors: (1) The extent of the ligamentous injury, (2) 
the presence of hemorrhage, and (3) the willingness 
and ability of the patient to cooperate. There are many 
patients to whom this method of treatment cannot be 
successfully applied. They belong, in general, to that 
group of persons who, for psychic reasons, are poor 
subjects for surgery under local anesthesia. Persons 
with athletic ligamentous injuries are especially good 
subjects for this type of therapy. 

The only true contraindication for infiltration 
anesthesia exists when it would be necessary to pass 
the needle through an infected site. A simple rule can 
stand repeating: Never inject without first attempt- 
ing to aspirate, for local anesthetic agents inad- 
vertently administered intravenously can produce em- 
barrassing effects. 

CONCLUSIONS 

Sprains are often quite serious and must be prop- 
erly diagnosed before treatment is instituted. 

Simple sprains may be considered as those with 
minimal ligamentous tearing. The symptoms are mod- 
erate pain, swelling, discoloration, and disability fol- 
lowing sudden twisting or wrenching of an articula- 
tion. 

Severe sprains are those with a marked degree 
of laceration of capsule, ligaments, tendons, and 
muscles. The symptoms are more marked and the 
disability more pronounced than in simple sprains. 
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Under the effects of local anesthesia, instability of the 
articulation may be demonstrated. Avulsion fracture 
may accompany such injury and requires x-ray study 
for proper diagnosis. Gross effusion into the synovia 
is part of the picture. 

Effusion and swelling are part of the vasomotor 
response to injury of the nerve plexuses within the 
damaged ligaments. This theory is the basis for the 
application of osteopathic manipulative therapy to the 
spinal areas associated with the injured part. 

Considering the early pathological changes of 
hemorrhage and effusion, with swelling and vasodila- 
tation, the most logical early treatment is the use of 
cold packs for 24 hours. It retards swelling and eases 
the pain. Elastic bandages help to retard the progress 
of swelling. 

After some degree of organization of the tissue 
begins, passive and active motion not only improves 
function, but is the best stimulant to normalization of 
structure. 

Anesthetic infiltration of the tender areas relieves 
pain and permits early motion and use with support. 


Severe sprains should always be examined roent- 
genographically to reveal possible avulsion fractures. 
Careful history and physical examination are a must 
for proper evaluation of the injury and for future 
records. 

In addition to the management outlined for sim- 
ple sprains, it may be necessary to aspirate the ef- 
fusion in severe sprains. Support with adhesive may 
not be sufficient, and more rigid casting may be indi- 
cated. Grossly lacerated structures must be repaired 
surgically. Such repair should be followed by 2 weeks 
of rigid support, then elastic support, passive motion, 
and, finally, gradual return to active use. 


312 Stanbridge St. 
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Candidates, newly elected members and associate members 
of the American College of Osteopathic Surgeons, upon me 
has been placed the honor and responsibility of delivering to 
you the so-called “charge” as affiliates, associates and members 
of this college. 

In considering what could be appropriately said to a 
group of physicians specializing in or affiliated with the prac- 
tice of surgery I could only reach one conclusion, namely : 
that the surgeon and his associated specialists are primarily 
Physicians. Therefore, whatever my remarks were to consist 
of they should be addressed to you as Physicians. 

Dr. Davis, the retiring President of the American College 
of Surgeons, several years ago, addressed his college on a 
subject which merits repetition. Someone has said that repeti- 
tion of the same idea does not of necessity indicate lack of 
thought but equally well indicates depth of conviction. I 
am very sure that it is true of the thoughts I wish to bring 
before you. I have taken generously from Dr. Davis’ sub- 
ject. 

Today, American civilization has become infected with 
the virus of standardization. Standardization of hospitals, 
standardization of schools and colleges, standardization of 
medical and surgical therapeutics and in some instances we 
have standardized ourselves. There is a limit to this panacea 
and we have about reached it. I am sure that it does not 
lessen scientific efficiency to be more personal in our rela- 
tionship and consider ailing humanity as something more 
than cases and complexes. 

The care of the sick implies more than employment of 
therapeutics and the application of medical science. There is 
a relationship which awakens kindness, pity and sympathy on 
the one and begets faith, hope and trust in the other. It is 


not inconsistent with correct diagnosis or scientific treatment. . 


It is the complement of both and quite as essential, our older 
graduates seemed to have had these qualities even though they 
lacked scientific knowledge or technical skill, the younger ones 
while versed in science are lacking in the human element of 
the art of practice. 

It is a fact that ailing humanity cannot separate body 
and soul for purposes of treatment. Whether we will it or 
not the doctor’s office is a confessional and from him is 
expected something more than a test tube. We cannot be 
too impersonal or too inhuman that we even standardize death 
itself. We deal with tremendous forces in our daily work 
when we take the issues of human life in our hands, we 
lay hands on the human body and only too often accept this 
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carelessness and indifference wholly unbecoming and un- 
worthy. It frequently becomes necessary to steel ourselves 
against emotion that our usefulness may not be lessened but, 
it does not follow that you must not feel it. The famous 
Dr. Da Costa once said, “I should not wish a man who did not 
care a whole lot, to operate on me or mine.” A very simple 
statement with a very deep meaning. We cannot afford to 
nurse regrets, neither can we afford not to have them; from 
them we must learn our lesson without losing courac 

We must appreciate that our advice and our decisions 
which we pronounce casually are for the patient the difference 
between hope and despair, between relief and anguish, yes, 
even between life and death. The ordinary incidents of our 
daily life are great ordeals to the patient and perhaps the 
greatest of their life. We may need to be merciless to have 
mercy, pitiless to have pity, but not to the patient—to their 
disease. 

It was often said of Sir William Osler, one of the 
greatest and most scientific physicians of his time, that he 
never left the sick room without leaving renewed hope and 
his kindness as much as his skill brought the beloved bene- 
diction of the people upon him. 

The troubles, sorrow, need, sickness, and adversity of 
humanity is as crying a need as ever—men, not machines or 
standardization must answer the call. No amount of scientific 
efficiency can replace kindness and pity in the dark hours of 
despair—we enrich ourselves by giving generously of it. Fame 
dies—honor perishes—but loving kindness is immortal. 

Accepted candidates of the American College of Osteo- 
pathic Surgeons—we are happy to have you associated with 
us. Your future membership in this College will depend upon 
how determined you are to meet the necessary qualifications. 
In many instances, great sacrifices will be necessary. You 
may even be required to lower your standards of living, 
after enjoying a lucrative general practice, in order to obtain 
the necessary surgical training. Your families may feel it 
too. I can only say that the reward justifies the sacrifice. 

Junior members now elected to full membership, newly 
elected members and associate members—your participation in 
this program this evening is evidence of your having reached 
a stage of maturity in :yotir chosen specialty. Maturity, begets 
mellowness. Mellowness: creates a warm glow of thoughtful- 
ness and understanding of fellow man. May I expect your 
consideration of the humanities of practice? With them, you 
will be happy in your work and proud of yourseli. The 
American College of Osteopathic Surgeons will be proud 
of you. ' 

Joun P. Scuwartz, D.O., §.A.C.0.5 
, Des Mo ines, Iowa 
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A TRIBUTE 


When I learned today of Dr. Duffell’s passing 
I experienced a feeling of personal loss. Becoming 
well acquainted with him while he was aiding Dr. 
Hildreth in the preparation of his book, “The Length- 
ening Shadow of Dr. Andrew Taylor Still,” I learned 
to have an appreciation not only of his ability but of 
his kindly humaneness. His logical well-trained mind 
along with his keen appreciation and understanding 
of osteopathic fundamentals made him most valuable 
to our profession, and those who were privileged to 
have been more intimately associated with him will 
indeed miss his understanding kindliness and _ his 
modest willingness to help others. We have lost a 
man. We will sorely miss him. 

Asa WILLARD, D.O. 
CHANGES IN CODE OF ETHICS 

The House of Delegates of the Association passed 
significant amendments to the Code of Ethics last July. 
The amendments are, for the most part, clarifications 
of the implications of the phraseology already in the 
Code and complete statements of interpretations of the 
Code previously made by the Association’s committee 
thereon. The paragraphs were added after complete 
discussion and without a dissenting vote, the inciden- 
tal discussion having to do principally with the meth- 
od of accomplishment of the agreed-upon objectives. 
The amendments follow: 

“It is unethical for an osteopathic physician to hold 
forth or to indicate possession of any degree recog- 
nized as the basis for licensure to practice the healing 
art unless the osteopathic physician is actually licensed 
in the state in which he practices on the basis of that 
degree or could have been licensed at the time he 
received the degree or subsequently on the basis of 
that degree in the state where he now practices. 

“It is unethical from this date for an osteopathic 
physician to seek to acquire or receive a degree from a 
school or college of the healing arts which degree is 
hot approved by the national professional organization 
recognized by the United States Office of Education‘as 
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representative of that school or college of the healing 
arts. 

“It is unethical for an osteopathic physician to fail 
to designate or indicate by the term D.O., Doctor of 
Osteopathy, osteopathic physician, osteopathic physi- 
cian and surgeon, or some similar term, his school of 
practice in the professional use of his name.” 


MEMBERSHIP 

Membership in. the American Osteopathic Asso- 
ciation, while it does not equal the all-time high, is 
substantial enough to provoke more than a passing 
interest. On September 1, 1948, 8,055 osteopathic 
physicians were members of their national association. 
There are, however, 3,176 others who, for reasons of 
their own, do not claim membership. 

Dr. Stephen Bb. Gibbs and his Committee on 
Special Membership Effort have from time to time 
set membership goals. This goal, while it has not 
been reached this year, must, however, be viewed in 
the cold logic of the reason for it. The goal is not 
an end unto itself. Good membership figures and at- 
tendance at the annual convention are an index to the 
power of the organization—the power that represents 
many individuals dedicated to the service of the 
public. 

Membership in the Association is not only an 
honor and a privilege afforded only to osteopathic 
physicians of good repute, but this membership repre- 
sents a great bulwark against the infringement of their 
right to practice as osteopathic physicians. The funda- 
mental motive for joining and maintaining member- 
ship in the Association is that of an intelligent self- 
interest consistent with the welfare of the public. 

The American Osteopathic Association is com- 
posed of individual members within many divisional 
societies. The divisional societies are in the main 
well organized and look after the interests of their 
individual members at the state level. The national 
Association correlates these activities. 

For the most part the national Association con- 
cerns itself with our problems at the national level. 
The various activities are planned and carried through 
in a manner that will benefit the greatest number of 
members with a minimum of effort from the indi- 
vidual member. 

A glance at the accomplishments of the Associa- 
tion will reveal a surprising degree of success in its 
endeavors during the past few years. Take, for ex- 
ample, the utilization of osteopathic colleges and 
hospitals for training of veterans under the GI Bill 
of Rights, eligibility of osteopathic physicians in the 
United States Public Health Service and the Veterans 
Administration, eligibility for examination and treat- 
ment of Federal Civil Service employees, eligibility 
for examination under the Civil Aeronautics Admin- 
istration, to mention but a few. Of more than passing 
interest is the eligibility of osteopathic physicians to 
take care of veterans under the home-town care pro- 
gram of the. Veterans Administration. The results 
speak for themselves. 

It has been pointed out by Mr. Lawrence W. 
Mills, Vocational Director of the Association, that 
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osteopathy is a young and pioneering profession. It 
is being repeatedly pointed out to educators and others 
with whom we come into contact, and great progress 
is expected from this “young” group. 


Statistics reveal that over 78 per cent of the 
graduates of colleges of osteopathy in the past 15 
years are members, while only 50 per cent of those 
who graduated more than 35 years ago are members. 
This is understandable as the younger man or woman 
has his career to look forward to while the older 
graduate is inclined to look backward. The reason is 
clear but the justification just isn’t there. Organized 
osteopathy must present a united front in order to be 
effective. This includes members of all ages. 


It is to be expected that the Association will ex- 
perience some resistance from the profession as the 
result of the raise in dues. This increase in dues was 
brought about by the House of Delegates as the direct 
result of the profession’s demanding more and more 
service from the Association during a time when our 
country is experiencing a silly spiral of inflationary 
prices. The House of Delegates was of the opinion 
that, in spite of the inflationary trend, it was not wise 
to constrict the Association in its expenditures inas- 
much as the need for services in the future would be 
so great. 


The so-called cost of living has risen 71 per cent 
since 1939, Stationery, supplies, postage, travel, tele- 
phone and telegraph, and printing costs have all kept 
pace with the steady rise in the cost of doing business. 


Are you doing your duty toward your profession 
by maintaining membership? Are you paying any- 
thing to the profession which is making it possible 
for you to be a successful and respected citizen in 
your community? With a substantial membership 
there is no telling what the Association can accom- 
plish. Won’t you feel a little more satisfied with the 
accomplishments if you are a member? 

E. H. McKenna, D.O. 


SLUDGED BLOOD 


Knisely and others' described a condition of the 
blood which they observed in vivo and which is not 
so far, subject to assay by any laboratory method in 
vitro. In normal animals and man, they noted that 
corpuscles were separated from the wall of the capil- 
lary and from each other by a layer of plasma and 
that in larger vessels the corpuscles tvere stratified. 
In a variety of illnesses it was observed that the cells 
were clumped, agglutinated or both and that they im- 
pinged on the vessel walls. 


Burns? working independently has recorded the 
same layer of plasma between the blood cells and 
between the cell and the vessel wall and noted that 
the cells in capillaries of healthy control animals are 
eight to ten cell diameters apart. In experimental ani- 
mals she observed the cells in contact with each other 
and with the intima, although she did not record 
clumping or agglutination. 

1. Knisely, M. H., et al.: Sludged blood. Science 106:431-440, 
Nov. 7, 1947. 


2. Burns, L.: Pathogenesis of visceral disease following vertebral 
lesions. American Osteopathic Association, Chicago, 1948, pp. 151, 152. 


While Knisely and his coworkers! did not postu- 
late a mechanism for what they observed, it could be 
inferred that sludging occurred as a result of certain 
illnesses. Burns? noted contact of the cells with each 
other and with the intima as one of the earliest signs 
of departure from well-being and envisioned jt as 
intimately participating in the process of disease and 
appearing in viscera affected by impact on the sy:mpa- 
thetic nervous system at a remote but closely related 
area, namely, a distortion of vertebral articular rela- 
tions without trauma. In the affected viscus there 
were in addition minute hemorrhages by diape:lesis 
for the acute experiment and fibrosis for the chronic 
experiment. 


Elements of the processes of coagulation an the 
rate of sedimentation are here exemplified. Pari of 
the mechanism in both coagulation and sedimen::'ion 
is a clumping of cells. Coagulation time is decreased 
by stimulation of the sympathetic nervous syster. 

MacLeod,* quoting Fahraeus, attributes accel- 
erated sedimentation to some unidentified substanc« in 
the plasma associated with the plasma globulin. 
Whether or not this is similar to or identical with the 
plasma protein that participates in coagulation, there 
is seen a close affinity with the activity of the syimpa- 
thetic nervous system and observations of Burns* are 
in harmony with the physiology. 

LronarD V. Srronc, Jr., D.( 


THE BUREAU OF HOSPITALS 

A good many members of the profession have no 
occasion to evaluate the functions of the Bureau of 
Hospitals of the Association. The functions of the 
Bureau are not only an effort to protect the needs of 
that part of the profession which practices in osteo- 
pathic hospitals. They represent one of the efforts of the 
Association to cooperate in the control of public health 
and, particularly, to assure adequate training programs 
for the education of interns and residents. 


Training program standards are established and 
the approval of each individual hospital is assessed 
against the minimum standards. This evaluation is one 
of the activities of the Bureau in cooperation with 
representatives of the American College of Osteopathic 
Surgeons and other interested specialty groups. 

In assisting hospitals with their special problems 
toward meeting the exacting standards for education 
of interns and residents, the Bureau studies the spe- 
cial cases presented by the various hospitals. Through 
the combined efforts of the hospitals and specialty 
groups and the extensive work of the Bureau there 
has been a marked improvement in the intern and 
residency training prografns, but even more important, 
there has been betterment in the service available to 
patients in osteopathic hospitals. 


More and more, representatives of public, govern- 
ment, industrial, and insurance agencies have come to 
depend upon the professions themselves to provicle as 
high a level of medical service as prevailing economics 
will allow. 

Rosert A. Steen, |).0 
modern 


3. Macleod, J. J. R.: Physiology and biochemistry in 
medicine. Ed. 8. C. V. Mosby Co., St. Louis, 1939, p. 272. 
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THE VOCATIONAL GUIDANCE PROGRAM 
OF THE AMERICAN OSTEOPATHIC ASSOCIATION 


The Vocational Guidance Program of the American 
Osteopathic Association has from its beginning concentrated 
on goo! understanding by the educational public. The educa- 
tional public is made up of the teachers and counselors in the 
preprofessional colleges and high schools, who have the re- 
sponsibility of helping young people in their choice of voca- 
tions and in giving them the preparatory training for such 
avocations. The key words in the vocational guidance pro- 
gram, which is being followed by many divisional societies 
of the American Osteopathic Association. and hundreds of 
osteopathic physicians throughout the United States and 
Canada, have been understanding, consideration, cooperation, 
appreciation, sympathy, and respect for those members of the 
educational public whose responsibilities have been increased 
extensively in the postwar period. 


A comparatively short time ago few preprofessional col- 
leges and even fewer high schools were thoroughly acquainted 
with the osteopathic profession, its colleges and its high 
standards. In many parts of the United States and Canada, 
officers of the osteopathic associations and interested physicians 
have carried on an educational program which has resulted in 
a complete understanding, on the part of college and high 
school faculty members, of the high place occupied by the 
osteopathic school of medicine in the healing arts, of the 
recognition of colleges of osteopathy and of the student 
selection program which is in effect in those colleges. Some 
osteopathic physicians are assisting in the counseling programs 
of a number of preprofessional colleges and high schools in 
cooperation with faculty members of those institutions. It 
is the objective of the vocational guidance program to estab- 
lish such relationship between more physicians and members 
of the educational public in other parts of the United States 
and Canada. 


The president of one of the colleges of osteopathy and 
surgery has stated frequently that his chief aim for his col- 
lege is to train the “physician plus.” The “physician plus” 
must be thoroughly trained as an osteopathic physician, must 
be a natural leader in his community and in his profession, 
and must be happy in his work as an osteopathic physician. 
That college president feels that the training of the “physician 
plus” starts long before the student is admitted to the pro- 
fessional college. The high school student, who learns of the 
osteopathic school of medicine from his biology or chemistry 
teacher or perhaps his vocational counselor, and whose inter- 
est in the field is fanned by conferences with a physician who 
thoroughly understands the personality traits and aptitudes 
which osteopathic colleges are emphasizing in their admissions 
Program, and, then, who follows the broad preosteopathic 
course in a liberal arts college of his choice, will, in all 
probability, undertake his professional training with an attitude 
much superior to that of the student whose interest in the field 
1s Comparatively new. 


_ Many divisional societies have distributed approved voca- 
tonal literature describing the osteopathic school of medicine 
to the high schools and colleges in their states. In many states 
this literature has been distributed by officials in the state 
partments of education. Directors of occupational informa- 
tion welcome good vocational literature which can be distrib- 
uted to counselors throughout the high schools in their states. 
This is the first step in educating those teachers, who form 
the educational public, about any vocation or profession. The 


second step, which has been so successful in many centers, 
must be the personal contact between the physician and the 
local teachers. The student selection program actually begins 
in the last 2 years of high school. By that time a student 
may begin to show some likelihood of interest in the healing 
arts, which may be divided into three areas: (1) A specific 
interest in the basic sciences, (2) a specific interest in those 
sciences more directly related to the healing arts, and (3) 
personality traits considered essential for a successful osteo- 
pathic physician. 

The osteopathic profession may be proud of the fact that 
educators and counselors have cooperated with its vocational 
guidance program. Many of these educators realize that the 
profession is attempting to do everything possible in order to 
eliminate misfits annd to insure that graduates of the colleges 
of osteopathy will be successful as osteopathic physicians and 
surgeons. 


Lawrence W. MILts 
Vocational Director 
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MEMBERSHIP REPORT AS OF SEPTEMBER 1, 1948 


Membership count, August 1, 8017 
Applications received in August, 1948... 6 
Graduates licensed in August, 1948.00.00... 43 

49 
Deaths and Resignations in August, 1948............. 11 
Gain in August, 
Membership Count, September 1, 1948 00.022... 8,055 


The 3-month grace period allowed by the Bylaws for 
payment of 1948-49 fiscal year dues has now elapsed. All 
members should check up to be certain that national and divi- 
sional society dues are paid. 

Work on the 1949 Directory or OSTEOPATHIC PHYSICIANS 
will start soon. The names of all members and nonmembers 
will be furnished to secretaries of divisional societies soon. 
If dues in those organizations are paid, the secretary will 
indicate to Central office that the doctor’s name be starred in 
the 1949 Drrecrory to show membership. 

Every member should endeavor to sign up one nonmember 
before the Drrecrory goes to press. Applications for renewal 
of membership should be in Central office by November 25 
in order to allow enough time to complete all necessary routine 
before the 1949 Directory forms close. 


HONOR ROLL 


Reginald Platt 
W. H. Sterrett 


Roswell P. Bates 
Alexander Levitt 


GRADUATE COURSES OFFERED 


College of Osteopathic Physicians and Surgeons.—Proc- 
tology, November 1-12; Urology, November 29-December 10; 
Ophthalmology and Otorhinolaryngology, January 3-14, 1949; 
Traumatology, January 17-28, 1949; Laboratory Surgery, 
January 31-February 25, 1949; Advanced Surgery, February 
28-March 11, 1949; General Medicine, April 4-29, 1949; Car- 
diology, May 2-13, 1949. Refresher Courses: Postgraduate 
evening classes run continuously throughout the academic year. 
Extension division courses are offered in various centers such 
as Portland, Seattle, Oakland, Riverside, Santa Barbara, etc., 
at stated times during the calendar year. Write to Edward T. 
Abbott, D.O., Dean of the Graduate School, 1721 Griffin 
Ave., Los Angeles 31. 
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THE CHANGING CHARACTER OF MEDICAL PRACTICE 


The inability of courts and laymen to understand the 
changing and progressive character of medical practice has 
long been a matter of serious concern for physicians in their 
practice. The physician’s practice, being regulated by the 
laws of the state, must necessarily conform to the standards 
set out in the legislative acts. Courts in turn, on occasion, 
when disputes arise concerning the construction or application 
of these laws, must interpret these laws. Oftentimes the 
courts, however, have shown a discouraging lack of insight 
into the character of medical practice. Despite the evolution 
of medical laws and the increased participation of the state 
in the administration of them, courts have, at times, attempted 
to isolate and resolve particular laws in the light of archaic 
court decisions and legal principles long since considered 
inapplicable to modern-day law. 

Chief Justice Maxey of the Pennsylvania Supreme Court 
in a recent case (Palmer et al. v. O’Hara et al., decided April 
22, 1948) wrote a dissenting opinion vigorously disagreeing 
with the majority members of his court. The majority held 
in a very rigid and restricted opinion that an osteopathic 
physician was not eligible under the Pennsylvania Mental 
Health Act of 1923 to commit incompetent persons to mental 
institutions. The court was of the opinion that at the time 
the Act in question was passed, the practice of medicine did 
not include the practice of osteopathy. Justice Maxey said: 


It is not the practice of this Court to cite Quarter Sessions cases 
in its opinions and, besides, these old cases have no bearing whatever 
on statutes enacted years afterward. Of course, the practice of 
osteopathy was not the practice of medicine in this state in 1900 and 
1901. Osteopathy has since been clearly recognized as the practice 
of medicine by State statutes and by the Supreme and Superior 
Courts of Pennsylvania, and in a majority of the States of the Union. 


The Justice then continued and stated: 


For this court to hold on the one hand that an osteopath is 
authorized to treat mental diseases, as the Legislature of Pennsylvania 
has so clearly said he is, and on the other hand that an osteopath 
“is not legally qualified to give the medical certificate’ which is 
required by the Mental Health Act as a prerequisite of the admission 
of a mental patient to an osteopathic mental hospital, is to introduce 
in Pennsylvania in respect to mental cases a situation so novel and 
unreasonable that we doubt if its parallel can be found in any other 
of the 48 States of the Union. 


The majority opinion completely disregarded the repeated 
recognition given to osteopathic physicians and surgeons in 
legislative acts subsequent to 1923 which unmistakably recog- 
nized their right to sign such certificates and that the practice 
of an osteopathic physician is the practice of medicine and 
surgery in that state. As the dissenting opinion states: 


The majority opinion overlooks the fact that the Act of June 5, 
1937, P. L. 1649, gives to the osteopath not only the right to certify 
to births and deaths but also to “all matters pertaining to public 
health, the same as physicians of other schools,” and gives to their 
certificates the same force and effect as reports or certificates issued 
by physicians of other schools. It would be difficult to frame language 
which would give more complete recognition to the certificates of 
osteopathic physicians than does the act just cited. Certainly if an 
osteopathic physician can certify to births and deaths he ought to be 
able under this act to certify that a mentally ill person should be 
admitted into an osteopathic mental hospital which has been duly 
licensed by the State after official inspection and approval. That is 
simply giving to an osteopathic physician’s certificate on a “matter 
pertaining to public health’ the same recognition as is given to cer- 
tificates issued by physicians of other schools—and that is exactly 
what the Commonwealth of Pennsylvania commands in the Act of 
June 5, 1937, supra. 


In discussing medical practice, Justice Maxey shows an 
understanding possessed by few laymen. In another revent 
court case, an eminent pharmacologist testified that 70 per 
cent of the medicinal substances or drugs used in 1906 had 
been either discarded, rejected or replaced at the present 


time. This change he said was a result of increased knowl- 
edge concerning such substances and the acquisition of a 
scientific basis for their use. Justice Maxey agreed with 
this testimony and stated in discussing drugs: 


The contention that only those physicians who treat human ills 
by means of drugs are entitled to be recognized as qualified p/ 


vVsictans 
has no basis in logic or in law or in medical history. Many re-pectable 
and renowned M.D.’s place little dependence on drugs to cifect a 
cure of human ills. The eminent Philadelphia physician, Dr. S Weir 
Mitchell, “advocated rest, over-feeding, massage, ‘electrothera)y, and 
physiotherapy treatment of functional nervous disorders. The-« meth 
ods were viewed at first with skepticism, but, because of the -<uccess 
which followed Mitchell’s use of them, they soon came to be +. varded 
as important aids in treating nervous disorders.”” (Volume 1? of the 


Dictionary of American Biography, page 62.) In “The Life of Sir 
William Osler, M.D.” by Harvey Cushing, M.D., there apjcirs on 
page 171 this statement: “His [Dr. Osler’s] belief that over-1+-atment 
with drugs was one of the medical errors of the day has beer hinted 


at, and it was always one of his favorite axioms that no indi 
vidual has done more good to the medical profession than Hah: «mann 
whose therapeutic methods had demonstrated that the natural : adency 
of disease was toward recovery, provided that the patie nt was Jecently 
cared for, properly nursed, and over-dosed. . . He says of Dr. 
Osler’s advent as physician in the Montreal General Hospital: “Very 
little medicine was given [by Dr. Osler].””. On page 267 Dr. Cushing 
says that upon the death of Dr. Austin Flint, Dr. Osler a:dressed 
the Class in Clinical Medicine at the University of Pennsylvania in 
1886, inter alia, as follows: “He [Dr. Flint] laid down there that 
a cardinal principle in the consideration of the therapeutics of a 
disease was a knowledge of its natural history; that we had to know 


the course of a malady left to nature before we could appreciate the 
action of the medicines given for its cure. At the time that Dr. Flint 
graduated who would have dared to treat a case of pneumonia from 
its beginning to its termination without a drop of medicine?’® No one. 
The man who would have attempted it would have been looked upon 
as in the highest degree worthy of blame and censure, and certainly 
in private practice would not have had the confidence of the family 
for twenty-four hours.” (Jtalics supplied.) 

Alexis Carrel, M.D., in “Man, the Unknown” (1935) on page 7 
said: “At first, medicine contented itself with the practical problem 
of relieving the sick by empiric recipes. It realized only in recent 
times that the most effective method of preventing or curing illness 
is to acquire a complete understanding of the normal and diseased 
body—that is, to construct the sciences that are called anatomy, bio- 
logical chemistry, physiology, and pathology.”* On page 283 he said 
that ‘“‘Medicine has been paralyzed by the narrowness of its doctrines.” 
Dr. Carrel said on page 313, that “health depends on a definite 
chemical and structural constitution of each part and on certain 
properties of the whole. We must help this whole to perform tts 
functions efficiently rather than intervene ourselves in the work of 
each organ. Some individuals are immune to infections and degen 
erative diseases, and to the decay of senescence. We have to learn 
their secret. It is the knowledge of the inner mechanisms responsible 
for such endurance that we must acquire. [page 314] It is obvious 
that the mere administration to the sick of the chemicals which they 
need is not sufficient. The organs must be rendered capable of nor 
mally manufacturing these chemicals within the body.” (Italics sup 
plied.) This statement by Alexis Carrel, M.D., is in accord with 
osteopathic principles and practices. The osteopathic school of medi- 
cine was founded by Dr. Andrew Taylor Still, who was an allopathic 
physician and surgeon. The osteopathic school of medicine is based 
on two theories. (1) That structural derangement caused functional 
disturbances. In other words, when the component parts of the body 
are in proper alignment and functioning properly, the body is m 
health. Otherwise, illness or lack of health~ exists in the body. (2) 
That the human body, with its component parts, in proper alignment 
and properly functioning, is nature’s best drug cure. In other words, 
the organs and component parts of the body, properly discharging 
their functions, cure the body of illness or disease. Various | iethods 
of treatment, including the administration of drugs, in themselves 
cure nothing but merely aid, abet, assist and help the component 
parts or organs of the body that do the curing or healing. 

The pioneers in osteopathy had a long and difficult battle tor 
public and legal recognition, as did the pioneers of all other schools 
of medicine and as did the pioneers of new medical and surgical 
techniques. In medicine as in religion every accepted doctrine of 
today was once regarded as heresy. The discovery made by Louis 
Pasteur met with violent opposition from any of the medica! loctors 
of his day. The discovery by Dr. Edward Jenner of vaceine fet 
smallpox also met with violent opposition. So did the basic | neiple 
of homeopathy, a principle which is now medically accepte', as '5 
indicated by the wide use of vaccines. These battles of ideas are all 
a part of the techniques of progress; the ideas which haye merit 


“6. Osteopaths treat pneumonia and influenza and colds sithout 
a drop of medicine and apparently they do so with satisfac‘ion t 
their patients.” 

“7. All of these and scores of other subjects are taux)! m 4 
four year course in osteopathic colleges. Students in such colleges 
study the same subjects as are taught in other medical schoo! 
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survive. “Eternal progress accepts from every system no more than 
ig desirable, throwing away restrictive products as_ we throw away 
the skin of a fruit.” After Dr. Osler investigated Dr. Koch’s tuber- 
culin as a cure for tuberculosis Dr. Osler said: “The cold test of 
time can alone determine how far the claims which he has advanced 
will be justified.” 

The majority opinion restricted its decision solely to the 
digibility of osteopathic physicians to commit mentally ill 
persons (0 a hospital for mental diseases under the 1923 Act. 
It is to be regretted that uninformed persons have miscon- 
strued the decision as having broader application. 


“gs. The homeopathic attack on heroic treatments was certainly 
of service to society.’ ‘It is possible that osteopathy, like homeopathy 
before it, will be eventually absorbed into regular medicine.’ These 


quotations are found on pages 164 and 354, respectively, of ‘The 
Development of Modern Medicine’ (1947) by Richard Harrison 
Shryock, M.D. 


“Even Dr. William Harvey’s epoch-making discovery of the cir- 
culation of the blood was derided by the medical doctors of his day. 
‘Tt is characteristic of the fate of new truths, as well as of that 
age of dominant authority, that his [Harvey’s] first publication— 
Concerning the Motions of the Heart and the Blood—was unable to 
pass censorship in England, and therefore appeared in a foreign coun- 
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try (Frankfort, in 1628) when he was fifty years old; but his second 
treatise on the same subject, in reply to Riolan, a professor in the 
Faculty of Paris, was published in Cambridge in 1649. “So much 
care and circumspection in search for truth, so much modesty and 
firmness in its demonstration, so much clearness and method in the 
development of his ideas,” says Renouard, “should have prepossessed 
every one in favor of the theory of Harvey; but, on the contrary, 
it caused a general stupefaction in the medical world, and gave rise 
to great opposition.” This theory, which today appears so natural 
that we conceive with difficulty why it was not sooner discovered, was 
nothing less than a revolution in physiology; it excited a tremendous 
controversy that continued more than twenty-five years, and in which 
mingled every one possessed of any pretension to knowledge of 
anatomy or physiology; even naturalists and philosophers took part 
in the dispute.’ Dr. Roswell Park’s ‘An Epitome of the History of 
Medicine,’ Second Edition, 1899. 

“John Fiske, in ‘Witchcraft in Salem Village,’ page 11, says this 
about a certain woman who during the Seventeenth Century was a 
little ahead of her time in the Massachusetts Colony: ‘Margaret Jones 
of Charlestown had some sensible ideas about medicine. She dis- 
approved of wholesale bleeding and violent emetics, and used to work 
cures by means of herb tonics and other simple prescriptions. This 
offended the doctors, and in 1648 the poor woman was tried for 
witchcraft, convicted, and hanged. Governor Winthrop, who tells 
the story, adds that at the very hour of her execution there was a 
great gale in Connecticut, which blew down trees, and this he con- 
siders an absolute demonstration of her guilt.’” 


Department of Public Relations 
CHESTER D. SWOPE, D.O. 


CONDENSED QUESTIONS AND ANSWERS ON SELECTIVE 
SERVICE PROCEDURE 
Prepared by A.O.A. Department of Public Relations 
September, 1948 


1. Who must register? 


All male persons who are citizens or residing in the 
United States (except members of the Armed Forces and 
certain foreign representatives) who have reached their 18th 
birthday and have not reached their 26th birthday. 

2. Who are liable for training and service? 

All male persons who are citizens or residing in the 
United States who have reached their 19th birthday but have 
not reached their 26th birthday. Certain exemptions and 
deferments are specifically provided for in the Act; others 


are authorized to be provided by regulations promulgated by 
the President. 


3. What are the various classes which a registrant may 
receive? 


Each registrant will be classified in one of the following 
classes : 


CLASS I 

Class I-A: Available for military service. 

Class I-A-O: Conscientous objector available for 
noncombatant service only. 

Class I-C: Member of the Armed Forces of the 
United States, the Coast Guard, the Coast and 
Geodetic Survey or the Public Health Service. 

Class I-D: Member of Reserve component or student 
taking military training. 

CLASS II 

Class II-A: Deferred because of civilian employment 
(except agriculture). 

Class II-C: Deferred because of employment in agri- 
culture. 

CLASS III 
Class III-A: Deferred because of dependents. 
CLASS IV 

Class IV-A: Registrant who has completed service; 
sole surviving son. 

Class IV-B: Official deferred by law. 

Class IV-D: Minister of Religion or divinity student. 
Class IV-E: Conscientious objector opposed to both 
combatant and noncombatant military service. 

Class IV-F: Physically, mentally or morally unfit. 

CLASS V 

Class V-A: Registrant over the age of liability for 

military service. 


Washington, 


Chairman 


4. How do Selective Service regulations define Class [I-A? 

Registrant deferred because of civilian occupation (except 
agriculture). In Class II-A shall be placed any registrant 
whose employment in industry, or other occupation or em- 
ployment, or whose continued service in an office under the 
United States, or any State, Territory, or possession, or the 
District of Columbia, or whose activity in study, research, 
or medical, scientific, or other endeavors is found to be neces- 
sary to the maintenance of the national health, safety, or 
interests. (SSR-622.9) 

Necessary employment defined. (a) A_ registrant's em- 
ployment in industry or other occupation, service in office, 
or activity in study, research, or medical, scientific, or other 
endeavors shall be considered to be necessary to the mainte- 
nance of the national health, safety, or interest only when all 
of the following conditions exist: 

(1) The registrant is, or but for a seasonal or 
temporary interruption would be, engaged in such 
activity ; 

(2) The registrant cannot be replaced because of a 
shortage of persons with his qualifications or 
skill in such activity; and 

(3) The removal of the registrant would cause a 
material loss of effectiveness in such activity. 

(b) The President may, from time to time, (1) desig- 
nate special categories of occupation, employment, or activity 
essential to the national health, safety, or interest; and (2) 
prescribe regulations governing the deferment of individual 
registrants engaged in such occupations, employments, or ac- 
tivities. (SSR-622.10) 

Length of deferments in Class II-A. (a) Class II-A de- 
ferments shall be for a period of one year or less. If there 
is a change in the registrant’s status during the period of 
the deferment in Class IT-A, his classification shall be reopened 
and considered anew. 

(b) At the expiration of the period of a registrant's 
deferment in Class II-A, his classification shall be reopened 
and he shall be classified anew in the manner provided in 
Part 625 of this chapter. The registrant may be continued 
in Class II-A for a further period of one year or less if 
such classification is warranted. The same rules shall apply 
when classifying a registrant at the end of each successive 
period for which he has been classified in Class II-A. 

(c) Nothing in this section shall be construed to require 
the local board to retain in Class II-A any registrant when 
the reason for his occupational classification has ceased to 


exist. (SSR-622.11) 
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General rules for classification in Class II-A. (a) On the 
local board is placed the responsibility, under applicable rules 
and regulations, of deciding which men should be deferred 
because of their civilian activities. It is in the national interest 
and of paramount importance to our national security that 
civilian activities which are contributing to the national 
health, safety, or interest should be disrupted as little as 
possible, consistent with the fundamental purpose of the 
Selective Service Act of 1948. 


(b) No deferment from training and service shall be 
made in the case of any individual except upon the basis of 
the status of such individual. 

(c) The local board may avail itself of the assistance 
of all Federal, State, or local agencies to obtain information 
which will help it to determine whether a claim for occu- 
pational deferment should be granted. (SSR-622.12) 


5. Has the President designated any special categories of ac- 
tivity essential to the national health, safety, or interest? 
No. 


6. What is the classification questionnaire? 

The Classification Questionnaire is the vehicle whereby 
the local board obtains from the registrant the necessary 
information to properly classify him. 

The mailing by the local board of a Classification Ques- 
tionnaire (SSS Form No. 100) to the latest address fur- 
nished by the registrant is notice to him that unless informa- 
tion is presented to his local board, within the required 10 
days, which will justify a deferred classification, the registrant 
will be classified in I-A. 

Until September 30, 1948, the local boards will mail 
Classification Questionnaires to all local single, nonfather, 
nonveteran registrants in the sequence of their dates of birth 
commencing with the oldest. Thereafter, they will be mailed 
in strict accordance with the dates of birth of the registrants, 
in chronological order, commencing with the registrant hav- 
ing the earliest date of birth. 


7. What occupational information does the Classification 

Questionnaire call for? 

The Classification Questionnaire contains 15 series of 
questions. Series VIII, entitled “Present Occupation,” reads 
as follows: 

SERIES VIII.—PRESENT OCCUPATION 

1. Every registrant must check each of the following 
boxes appropriate to his case and follow the instructions 
indicated. 


(a) I am now working on a 
farm, orchard, or ranch. 

(b) I am now working in a 
nonagricultural occupa- 
tion. 

(c)I am now a full-time 
student. 

(d) I now have no employ- 
ment nor am I a full- 
time student. 


( ) If this box is checked, 
complete Series IX. 

( ) If this box is checked, 
complete this Series. 


( ) If this box is checked, 
complete Series XI. 

( ) If this box is checked, 
complete Parts 7 and 8 
of this Series. 


2. The job I am now working at is (give full title, for 
example: Construction draftsman, turret-lathe operator, sta- 
tionary engineer, farm laborer, prosecuting attorney, physics 


3. I do the following kind of work in my present job 
(Be specific. Give a brief statement of your duties.) : 


4. In my present job, I am (check one box only)— 

(a) A regular or permanent employee, working for 
salary, wages, commission, or other compensa- 
tion ( ); 

I have worked years in my present trade, 

expect to continue indefinitely 
(do, do not) 

in it. 

A temporary or occasional employee ( ); 

pect that my present job will end about 
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(c) An apprentice under a written or oral agreemen 
with my employer, which expires 


(d) An independent worker, working on my own ae- 
count, not hired by anyone, and not hiring any 
help. ( ). 

(e) Working for my father or for the head « 
family, but receiving no pay. ( ). 

(f) An employer or proprietor hiring................ 

(numb 
paid workers. ( ) 

My employer is ‘ 

(name of organization or proprietor, not forem 

supervisor; write “Self” if self-employed) 


(Address or place of employment—Street, or }t.F.D. 
Route, City, and State) 
whose business is 
(Nature of business, service rendered, o: 
product) 


(a) I was employed by present employer on..... 


(b) I entered job described in Statements 2 nd 3, 
this series, on 
(Date) 


(c) I am paid at the rate of $......... per hour (); 
day ( ); week ( ); month ( ). 
(d) I work an average of hours per week. 
. Other business or work in which I am now engaged 
is 


(Nature of business; 


if none, write “None”) 
Prior work experience 

(Note-—You may attach to this page a statement 
giving additional information which you think the 
local board should consider in determining your classi- 
fication, which statement will then become a part of 
this questionnaire. Your employer may submit to the 
local board any information concerning your employ- 
ment which he thinks the local board should consider 
in determining your classification.) 


8. What additional information should be attached to the 
Classification Questionnaire by registrants in active prac- 
tice? 

Each case is handled on its individual merits. The fol- 
lowing information should be attached to the “Series VIII— 
Present Occupation” page of the Classification Questionnaire 
filed by practitioners, in order that the local board may have 
an accurate and complete description of the circumstances 
bearing on the case: 

(a) The training required for a State License. Date 
of State License. 

(b) The training and special qualifications of the 
registrant. 

(c) In general terms, the nature and extent of his 
practice, including special office equipment 

(d) The availability of qualified professional replace- 
ments in the community which, of course, includes 
the need and supply of medical care. 


9. Who can file with the registrant’s local board a request 
that he be given a II-A classification? 

Such a request may be filed by the registrant’s employer. 
or by himself if self-employed, or by any other person who 
has knowledge of his eligibility for an occupational defer- 
ment. In cases of students (preprofessional or professional). 
the Dean of the professional college may file. In cases 0! 
interns, the Hospital may file. In cases of practicing phys- 
cians it is advisable that the request be filed by some other 
interested party. For example, the request for de‘erment 
may be filed by a Citizens’ Association, the local Health 
Officer, or other local community officer, or by the ‘cal of 
State Osteopathic Society. 

Requests by Deans for deferment of preprofess' nal of 
professional students must be made on a special form. In 
all other cases the requests are informal. 
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The request may be filed at any time (prior to induc- 
tion). The sooner, the better. 


10. Who can appear before the local board? 


In the event the local board classifies registrant in I-A, 
he has 10 days within which to direct a written request to the 
jocal |oard for a personal appearance, and the local board 
is required to grant the request. The only person who can 
obtain a personal appearance before the local board as a 
matter of right is the registrant, himself. Registrant cannot 
be represented before the local board by an attorney. At 
the personal appearance, the registrant may elaborate on his 
reason. for deferment, and he should summarize his presenta- 
tion in writing and leave the summary for his local board 
file. After such a personal appearance by the registrant, the 
local board again notifies him of his classification. If, after 
person:l appearance, the local board informs registrant that 
his classification is I-A, an appeal to the Appeal Board can 
be taken within 10 days. 


11. Who cam take a case to the Appeal Board? 


The registrant, the Director or State Director, the Gov- 
ernment Appeal Agent, or any person who has filed written 
evidence of the occupational necessity of the registrant may 
take an appeal to the Appeal Board. 


12. When and how ts an appeal made? 


The Government Appeal Agent may take an appeal at 
any time before the registrant is mailed an Order to Report 
for Induction. All others (except the State or National 
Director who can appeal at any time) must take the appeal 
within 10 days after the local board mails the notice of I-A 
classification to the registrant. The appeal may be made by 
writing to the local board that it is desired to appeal to the 
Appeal Board, or the person making the appeal may call at 
the local board and sign a Form for the purpose. 


13. How does the Appeal Board dispose of the case? 


The Appeal Board considers the information in the regis- 
trant’s file. That is the only information that is available 
to the Board, with the exception of general information on 
current social (medical) conditions which may have been 
furnished the Appeal Board, for instance, by the local or 
State Osteopathic Association. That is why it is very im- 
portant that all pertinent information be kept currently on 
file with the local board. The Appeal Board, by unanimous 
or split vote decision, either confirms or alters the local board 
classification. 


14. If the Appeal Board decision is I-A, what next, including 
appeals to the President? 


If the Appeal Board gives a I-A by a split decision, the 
registrant, or any person who has filed for his occupational 
deferment (See Question 9), may appeal to the President as 
a matter of right. If the Appeal Board decision is unanimous, 
the registrant or any person having requested his deferment 
may do the following (within 10 days) : 


(a) Request the Government Appeal Agent to request 
the State Director, (1) to request the Appeal Board to re- 
consider, or, (2) to appeal directly to the President. 


(b) Request the State Director to request the local board 
to reopen; or request the State Director to request the Appeal 
Board to reconsider the case; or, request the State Director to 
appeal directly to the President. 


(c) Request General Hershey to appeal to the President. 

The action of the Government Appeal Agent, or the 
State Director, or the National Director, would be motivated 
by considerations of national interest and avoidance of 
injustice. 
_ Appeals to the President must be made within 10 days 
alter the local board mails a notice of the Appeal Board 
ecision to the party requesting the appeal. 


15. How can the case be reopened? 


The local board may reopen a classification at any time 
before it mails an Order to Report for Induction. A case 


must be reopened by the local board when so requested by 
the State Director, and may be reopened upon the written 
request of the registrant, the Government Appeal Agent, or 
any party interested in the occupational deferment of the 
registrant, if the request submits sufficiently pertinent in- 
formation not considered when the registrant was classified. 


16. May registrant obtain a transfer for Armed Forces 

Physical Examination? 

Any registrant who has received an Order to Report 
for Armed Forces Physical Examination and who is so far 
from his local board that reporting to his own local board 
would be a hardship may be transferred for Armed Forces 
physical (including local board physical examination where 
he believes he has a disqualifying defect which is manifest) 
to the local board having jurisdiction of the area in which he 
is at the time located. The registrant immediately reports to 
the local board where he is at the time located, presents his 
Order to Report for Armed Forces Physical, and fills in the 


request portion of Transfer-Armed Forces Physical Exam- 
ination. 


17. Computation of time. 

The period of days allowed a registrant or other person 
to perform any act or duty required of him shall be counted 
as beginning on the day following that on which the notice to 
him is posted or mailed. For example, in figuring the 10 days 
within which to take an appeal to the Appeal Board, begin the 
count with the first day following the date on which the 
Notice of Classification was mailed. 


18. What is the citation of the Selective Service Act of 1948? 
Public Law 759—80th Congress, approved June 24, 1948. 


(For any further information or advice regarding this 
Questionnaire address: 
Dr. Chester D. Swope, Chairman 
Department of Public Relations 
Farragut Medical Building 
Washington 6, D.C.) 


PUBLIC ASSISTANCE REPORT BY 
ADVISORY COUNCIL ON SOCIAL SECURITY 

Increases in Federal aid to needy children and the pay- 
ment by the Federal Government of part of the costs of gen- 
eral relief were recommended in a report to the Senate Com- 
mittee on Finance, released September 1, 1948, by the Advisory 
Council on Social Security headed by Edward R. Stettinius, 
Jr. Under these recommendations, Federal matching payments 
to the States for use in meeting the needs of children under 
the State public assistance programs would be made com- 
parable to Federal matching payments now made for the needy 
aged and needy blind. Federal funds would be made available 
to pay three-fourths of the first $20 of average monthly pay- 
ments made by the States, and the Federal Government would 
match $1 for $1 above this figure up to a maximum of $50 
for the first two eligible persons in a family. The maximum 
for each additional person in a family beyond the second 
would be $15. 

The seventeen-man Council, which includes industrial and 
business leaders, labor leaders, government experts, economists, 
and representatives of the general public, agreed unanimously 
that “it is sound national policy for the Federal Government 
to make it possible for the States to provide payments for aid 
to dependent children comparable to those for the needy aged 
and blind.” There was some disagreement, however, on the 
recommendation for Federal participation in general relief, 
with four members favoring instead the establishment of a 
new category of assistance for the disabled. 

The Report on Public Assistance was the third report by 
this Council recommending sweeping changes in the present 
social security system. The first report, issued last April, 
called for twenty-two changes in the old-age and survivors 
insurance program, extending coverage of the system to virtu- 
ally all who work including the self-employed, farmers, farm 
workers, domestic workers, nonprofit employees, government 
employees, and others, more than doubling the amount of 


nt 
of 
ve 
y- 
er 
he 
ire 
es 
ate 
the 
his 
ce- 
des 
= 


104 DEPARTMENT OF PUBLIC RELATIONS 


benefit payments, and making it easier for older workers to 
qualify for benefits under the program. The second report, 
issued in May, proposed that the Federal system of old-age 
and survivors insurance be extended to pay benefits to workers 
who become totally and permanently disabled before reaching 
retirement age. 

In its report on public assistance, the Council stressed 
again its belief that “the foundation of the social security 
should be the method of contributory social insurance with 
benefits related to prior earnings and awarded without a 
means test,” but it recognized a need as well for an effective 
public assistance and relief program for those who do not 
qualify for insurance. The goal of the Council’s three reports 
taken as a whole is, as far as possible, to prevent dependency 
through the expansion and improvement of social insurance 
and to meet the need which remains through an economical 
but adequate public assistance program. 

The Council’s report was based on three major consid- 
erations : 

1. The public assistance program should not interfere 
with the growth and improvement of the insurance program; 

2. The Federal Government's participation in public as- 
sistance should be designed to encourage the best possible 
administration by the States and localities and promote ade- 
quate support of the needy by the States and the localities; 
and 

3. The Federal Government should continue its present 
practice of setting only minimum standards relating to con- 
ditions of eligibility and administration but, beyond the mini- 
mum, it should leave to the States wide discretion both in 
determining policies and in setting standards of need. 

In recommending Federal participation in payments to 
needy persons not eligible for the special programs cf aid to 
the aged, the blind, and dependent children, the Council 
stressed the tendency of State and local governments to put 
their limited funds into those programs which attracted Fed- 
eral dollars, with the result that needs arising from disability 
or temporary unemployment were in many places inadequately 
met. Under the Council's proposal, the rate of Federal partici- 
pation in the general relief category would be lower than in 
the other categories, equaling one-third of total expenditures 
up to a maximum of $30 on individual payments for the first 
two eligible persons in a family and $15 for each additional 
person beyond the second. Three members of the Council 
favored Federal participation in general assistance at the same 
rate as in the other assistance programs. 

A further recommendation by the Council called for pay- 
ment by the Federal Government of part of the costs of 
medical care for persons receiving assistance. At present the 
Federal Government shares in such costs only if medical care 
costs can be included in the assistance payment without the 
total payment exceeding the Federal maximums of $50 a 
month for aid to the aged and the blind and $27 for the first 
child in an aid to dependent children family and $18 for each 
additional child. While at present the Federal Government will 
not under any circumstances share in the payment of medical 
care costs made directly to agencies and individuals providing 
such care, the Council recommends Federal sharing in such 
payments. 

Other recommendations called for Federal participation 
in payments made for the care of aged persons living in 
public medical institutions other than mental hospitals, and 
the abolition of residence requirements for public assistance 
except in old-age assistance in which program the States 
would be allowed to require only 1 year of residence instead 
of the present 5 out of the last 9. 

The Council did not study the health and welfare service 
programs now administered by the U.S. Children’s Bureau, 
but rather recommended the establishment of a special com- 
mission for this purpose which would include specialists in 
child health and welfare services. 

The Council estimated the short run cost of its proposals 
at between $270 and $340 million a year, but stressed that 
changes in social and economic conditions would have consid- 
erable effect on long run costs. Particularly important in 
limiting the costs of public assistance in the future, in the 
Council’s opinion, is the extension of coverage, the increase 
in benefit amounts, the liberalization of eligibility requirements 
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and the addition of permanent and total disability insurance 
under the social insurance system. As stated in the report, 
“The adoption of the recommendations in the Council’s two 
earlier reports would, in the long run, greatly reduce the need 
for public assistance. Employed and self-employed persons 
would earn protection for themselves and their families while 
working, and—in the event of old age, permanent and total 
disability, or death—they or their families would receive in- 
surance benefits.” 


The Council did not recommend increases in Federal par- 
ticipation in the needy aged and needy blind programs except 
for medical care. The Council rather expressed concern over 
the failure of insurance benefits to keep pace with the liberali- 
zations already made in the assistance programs and pointed 
out that whereas in January 1941 retired workers under old- 
age and survivors insurance averaged $22.60 per month and 
old-age assistance recipients averaged $20.49, in June of 1948 
the old-age assistance average was $38.18 to the insurance 
average of $25.13. “The fact that these changes in the public 
assistance program have preceded changes in social insurance 
coverage and benefits is in our opinion a matter of serious 
concern,” the Council said. “Unless the insurance system is 
expanded and improved so that it in fact offers a basic security 
to retired persons and to survivors, there will be a continual 
and nearly irresistible pressure for putting more and more 
Federal funds into the less constructive assistance programs,” 


The Council plans to complete a report on unemployment 
insurance prior to the convening of the new Congress. ‘his 
report will be the last of the series. 

Sumner H. Slichter, Lamont University Professor at 
Harvard University, is Associate Chairman of the Council, 
and the other members of the Council, in addition to Mr. 
Stettinius, are: Frank Bane, Executive Director, Council! of 
State Governments; J. Douglas Brown, Dean of the Faculty, 
Princeton University; Malcolm Bryan, Vice Chairman of 
Board, Trust Company of Georgia; Nelson H. Cruikshank, 
Director of Social Insurance Activities, American Federation 
of Labor; Mary H. Donlon, Chairman, New York State 
Workmen’s Compensation Board; Adrian J. Falk, President, 
S. & W. Fine Foods, Inc.; Marion B. Folsom, Treasurer, 
Eastman Kodak Company; M. Albert Linton, President, Provi- 
dent Mutual Life Insurance Company; John Miller, Assistant 
Director, National Planning Association; William I. Myers, 
Dean, New York State College of Agriculture; Emil Rieve, 
President, Textile Workers’ Union, and Vice President, (on- 
gress of Industrial Organizations; Florence R. Sabin, Scien- 
tist; S. Abbot Smith, President, Thomas Strahan Company; 
Delos Walker, Vice President, R. H. Macy & Company; 
Ernest C. Young, Dean of the Graduate School, Purdue 
University. 


MALARIA INFECTED VETERANS 

The Veterans Administration reports that thousands of 
veterans who contracted malaria overseas during World War II 
have been cured, and within the next few years, the problem 
of relapse from war-acquired malaria will be an insignificant 
one. 

The rate of cures is indicated by VA statistics. During 
June, 1947, approximately 130,000 veterans were receiving 
compensation for malaria incurred in service. Nine months 
later, in March, 1948, this number had dropped to 32,000. It 
is still declining. 

The number of relapses also has declined—from approxi- 
mately 500,000 cases infected during the war to less than 
10,000 at present. 

The parasite eventually “burns itself out” in human bodies 
in from 1 to 3 years, although some cases are known to have 
remained infected for as long as 20 years. 

Use of the drugs chloroquine, pamaquine (plasmoc!in), 
and the more recently synthesized 8-amino quinolines, such 
as pentaquine and isopentaquine, has givén splendid resu!ts. 

The Veterans Administration recognizes the necessity for 
thorough diagnosis for ailing veterans, especially thos: who 
served in tropical areas, and the Administration is creatly 
concerned about the need for increased educational facilities 
in the field of tropical medicine and is exerting every effort 
to provide greater opportunities for the training of physicians 
and laboratory technicians. 
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HOSPITAL BIRTHS AT NEW HIGH IN 1946 

A new high record was set in 1946 for the proportion of 
births delivered in hospitals or institutions according to infor- 
mation released by Oscar R. Ewing, Federal Security Admin- 
istrator, which summarized data prepared by the National 
Office of Vital Statistics of the Public Health Service. 

Of the 3,288,672 live births recorded for 1946, 2,708,223 or 
82.4 per cent occurred in hospitals, 402,759 or 12.2 per cent were 
attended by physicians outside hospitals, and 177,690 or 5.4 per 
cent were attended by midwives or other non-physicians. This 
is in sharp contrast with the situation that existed in 1935 (the 
first year that such data were compiled by the National Office 
of Vital Statistics). In 1935, only 36.9 per cent of the confine- 
ments occurred in hospitals, about half (50.6 per cent) of the 
registered births were attended outside hospitals by physicians, 
and 12.5 per cent were attended by midwives and others. 

Relatively large differences existed in 1946 in the propor- 
tions of births attended by physicians (in or out of hospitals) 
and of births occurring in hospitals as between the white and 
nonwhite groups, and between the residents of urban and rural 
areas. While almost all (98.4 per cent) of the white births 
were attended by physicians and about seven in eight (87.1 
per cert) occurred in hospitals, for nonwhite births less than 
two out of three (65.2 per cent) were attended by a physician 
and less than half (45.2 per cent) occurred in hospitals. The 
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differences were less marked as between residents of urban 
and rural areas. For urban residents, 97.9 per cent of the 
registered live births in 1946 were attended by physicians and 
92.5 per cent occurred in hospitals; for rural residents, the 
corresponding proportions were 89.6 per cent and 67.1 per cent. 

In 1946 there were eleven States in which 10 per cent or 
more of the births were attended by nonphysicians and fourteen 
States in which 25 per cent or more of the births occurred 
outside a hospital. 


DIVISION OF MEDICAL SERVICES 
-NATIONAL SECURITY RESOURCES BOARD 


The National Security Resources Board announces the 
composition of its Division of Medical Services. Dr. James A. 
Crabtree will be chief of the division and the section heads 
will be Dr. Thomas C. Anderson, Manpower; Vincent B. 
Lamoureux, Environmental Sanitation; Lt. Col. Howard B. 
Nelson, Health Supplies; Ruth Freeman, R.N., Nursing. The 
head of Hospital and Physical Facilities Section is yet to be 
designated. The function of the Division of the Medical Serv- 
ices is the determination of existing and potential resources in 
medical and related man power, health supplies, health facili- 
ties, sanitary engineering and nursing. The Division will also 
act as advisor on formulation of Selective Service deferment 
policy. 


TREATMENT OF MIGRAINE WITH HISTAMINE 

In the Journal of the American Medical Association, July 
24, 1948, Dorothy Macy, Jr., M.D., and Bayard T. Horton, 
M.D., report on a review of the records of 144 migrainous 
patients treated with histamine alone at Mayo clinic between 
1937 and 1945. Five factors were considered in the diagnosis 
of migraine: (1) periodicity, (2) cephalalgia, (3) gastroin- 
testinal dysfunction, (4) cortical disturbance and (5) familial 
history of migraine (not familial history of headache). 
Patients were considered to have typical migraine if they had 
periodic cephalalgia associated with two or more of the last 
three factors; they were considered to have atypical migraine 
if they had periodic cephalalgia associated with one of the 
last three factors. 

In 23 to 33 per cent of the patients the syndrome was 
unchanged after histamine therapy, regardless of the route of 
administration. Intravenous administration was the least ef- 
fective method of giving the drug, only 33 to 50 per cent of 
patients with typical migraine and 40 to 60 per cent of those 
with atypical migraine showing significant improvement dur- 
ing the treatment period. Approximately 60 patients with 
either typical or atypical migraine showed significant im- 
provement during the period of subcutaneous injection of the 
drug. The combination of these two routes was the most 
effective method of administration; 70 to 85 per cent of 
patients with typical migraine and 75 to 100 per cent of those 
with atypical migraine showed significant improvement during 
the treatment period. 

Of 88 patients who showed improvement during the 
treatment period and on whom follow-up data were complete, 
85 had recurrence of attacks when histamine treatment was 
reduced below an individual critical level or was stopped 
entirely; the other 3 were still taking histamine at the time of 
reporting. Typical migraine exhibited a tendency to be more 
refractory to histamine and to recur sooner than atypical 
migraine. There seemed to be no constant relationship between 
the total dose of histamine base and the degree or duration 
of relief or between the single tolerated dose of histamine base 
and the recurrence of migraine. In general, migrainous 
Patients could tolerate ten times as much histamine base in 
a single dose given intravenously as in a single subcutaneous 
dose. There seemed to be both a qualitative and a quantitative 


difference in the effects of the drug by the two routes of 
administration. 
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Although it was found that histamine was neither a 
specific nor a truly curative drug in the migraine syndrome, 
it sems to be able to prevent some attacks in some cases and 
the duration of the effect apparently parallels the duration of 
administration of adequate doses. The adequacy of the dose 
must be determined in each case. Hence, until a truly curative 
agent for migraine is developed, histamine will continue to 
have a place among the prophylactic agents for use in the 
clinical management of the migrainous patient. 


FOLIC ACID THERAPY: ITS EFFECT AS OBSERVED IN 
TWO PATIENTS WITH PERNICIOUS ANEMIA AND 
NEUROLOGIC SYMPTOMS 


Samuel D. Jacobson, M.D., and others, reporting in the 
Journal of the American Medical Association, July 3, 1948, 
describe two cases of addisonian pernicious anemia treated 
with synthetic folic acid. In each case the drug was adminis- 
tered intramuscularly, and in each there was an initial satis- 
factory hematologic response. The maximal reticulocyte 
response corresponded to the maximal response following ade- 
quate liver therapy, and, in addition, there was a progressive 
rise in hemoglobin concentration and erythrocyte count associ- 
ated with a reversion of the bone marrow to a normal pat- 
tern. However, after 4 months of therapy in one case and 
2 months in the other, the peripheral blood values had not 
reached maximal levels, despite the fact that the doses of folic 
acid were well above those required to produce maximal reticu- 
locytosis. In each case, also, there was initial clinical improve- 
ment, manifested by increase of appetite, general strength, and 
mental alertness and disappearance of the numbness and 
tingling of the fingers and toes. However, after 4 months of 
treatment in the first case and while the hematologic picture 
was still improving in the other, the numbness, tingling, and 
mental confusion reappeared, accompanied in the second case 
with markedly increased difficulty in locomotion. 

Nutritional deficiency does not seem to have played a part 
in the recurrence of the neurologic symptoms, since both 
patients had good appetites while the clinical relapses were 
developing and appeared to be ingesting adequate quantities of 
foods containing the components of the vitamin B complex. 
It is questionable whether these patients received adequate 
doses of folic acid. Although daily doses of 10 to 50 mg. 
were given and these amounts are in excess of the require- 
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ments to initiate clinical and hematologic remission, the doses 
were not adequate for maintaining hematologic improvement 
after the erythrocyte count had reached a level of over 
4,000,000 and for preventing neurologic exacerbations. 

It is suggested that a daily dose of 50 mg. or more of 
synthetic folic acid be given a thorough test for both treat- 
ment and maintenance of patients with pernicious anemia to 
determine whether this agent is of value in prevention o 
neurologic exacerbations. . 


PARAPLEGIA IN CERVICAL SPINE INJURIES 

Writing in The Journal of Bone and Joint Surgery, 
British Volume, May, 1948, Roland Barnes states that one of 
the most puzzling features of cervical spine injuries is the 
lack of correlation between the degree of vertebral displace- 
ment and the severity of the spinal cord lesion. In some cases 
where there is no radiographic evidence of bone injury, the 
cord is irretrievably damaged; in others with gross disloca- 
tion, there is no paraplegia. While it is commonly believed that 
the cord is damaged by the dislocated neural arches, and in 
the absence of radiographic evidence of bone injury it is 
assumed that spontaneous reduction has taken place, this be- 
lief is not supported by experimental or postmortem observa- 
tions. 

The writer's study is based on 22 cases. He divides spinal 
cord injuries into flexion and hyperextension types. Flexion 
injuries may be recognized as (1) anterior dislocations, (2) 
crush fractures of vertebral bodies, (3) acute retropulsions 
of intervertebral disks. Hyperextension injuries are (1) pos- 
terior dislocations, (2) injuries to arthritic spines. All flexion 
injuries and one dislocation in extension in the series studied, 
occurred in patients under 50 years old. No hyperextension 
injuries of arthritic spines were found in patients under 57 
years old. 

In dislocation of the cervical spine it is generally agreed 
that cord injury may be due to pressure on the dorsal surface 
of the cord by the dislocated neural arches and often coinci- 
dent compression of the ventral surface of the cord by retro- 
pulsed disk material. The treatment of choice is skeletal trac- 
tion by a skull caliper. The dislocation can be reduced without 
risk of further cord damage and with better prospect of re- 
lieving disk pressure than with other methods. 

In the 3 cases of acute retropulsion of the disk studied in 
this series radiographs showed no evidence of bone injury 
but did show evidence that disk degeneration existed before 
the accident. The degeneration no doubt predisposed to “massive” 
protrusion of disk substance as a result of flexion injury. 
If the disk is not degenerated before injury, caliper traction 
will restore normal disk height and it is possible that some 
disk substance may find its way back into the intervertebral 
space. In any event traction should straighten out the knuckle 
pressing on the spinal cord. If paraplegia is incomplete and 
the Queckenstedt test gives normal readings, preliminary trial 
of traction is justified. If there is no recovery from para- 
plegia within a few days, laminectomy should be considered 
even though the Queckenstedt test is negative. 

There is evidence that cord injury in simple crush frac- 
ture is not due to pressure of the fractured vertebra or to 
dislocation with spontaneous reduction, but to cord compres- 
sion by retropulsed disk material. Therefore the treatment of 
compression fractures of cervical vertebrae complicated by 
paraplegia should be along lines similar to that of compression 
of the cord by retropulsed intervertebral disk. 

While there is little reference in the literature to injuries 
of arthritic spines, the writer states that they are not un- 
common. All 6 patients studied in this report had arthritic 
changes in the cervical spine and presented little radiographic 
evidence of recent vertebral injury. The injury proved fatal 
in 5 of the 6 cases although the cord injury was not unusually 
severe and paraplegia was incomplete in 5 cases. Two possible 
explanations advanced concerning the cord injury are (1) that 
it may be caused by “spinal concussion” as the result of minor 
displacement of a vertebral body, or (2) that it may be 
caused by traction injury at the point of extreme hyper- 
extension. 

The writer considers that there is no indication for caliper 
traction in cases of hyperextension injury of the arthritic 
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spine. He does not advise the use of external splintage since 
the elderly patients are so intolerant to plaster jackets or 
collars that their application often hastens the fatal termina- 
tion. He contents himself with the use of a small pillow to 
keep the neck slightly flexed and the usual nursing care of 
the paraplegic patient. 


CLINICAL COURSE OF CHRONIC NONSPECIFIC 
ULCERATIVE COLITIS 

In the Journal of the American Medical Association, 
July 10, 1948, Joseph B. Kirsner and others report obserya- 
tions on the clinical features and course of nonspecific w!cera- 
tive colitis in an illustrative series of 100 cases. The ps: tients 
were almost exactly equally divided between the sexes, and 
most of them were in the 10 to 40 year age groups; in 3 the 
disease developed before the age of 10 and in 3 aft. the 
age of 50. 

The disease was generally of chronic nature, charac: -rized 
by frequent exacerbations and remissions. Although i: some 
patients there was evidence of retrograde spread fro.) the 
anus to the terminal ileum, in many cases the initial in olve- 
ment seemed to be the maximal involvement, as sho... on 
roentgen examination. In most cases there was proctco<copic 
evidence of improvement during remissions, but roentger: roof 
of regression was obtained in only 12 per cent of the cases 
reviewed. The mortality rate was highest among youn pa- 
tients with severe symptoms during the first year or to of 
illness. 


The most important precipitating factors were noted to be 
emotional stress, acute respiratory infections, and pliysical 
fatigue. The most important complications were nutritional 
disturbances, local complications arising in the bowe!, and 
systemic complications affecting areas of the body other than 
the colon. 

Complete and lasting cure followed medical management 
in only 6 per cent of these cases, and in no case did cure 


follow ileostomy; however, 47 per cent of the patients were 
maintained in satisfactory condition by medical management. 


Nine deaths followed medical management. Surgical man- 
agement maintained 14 of 19 patients in a satisfactory condi- 
tion; the other 5 died. 


RADIOCARDIOGRAPHY: A NEW METHOD FOR 
STUDYING BLOOD FLOW 

Writing in Science, Sept. 24, 1948, Myron Prinzmetal and 
others describe the use of the ink-writing Geiger-Miiller coun- 
ter to investigate certain hemodynamic functions not previously 
accessible to study. A carefully shielded Geiger-Miller is 
placed over the precordium and 0.1 to 0.2 millicuries of radio- 
sodium (Na™) injected rapidly into one of the antecubital 
veins ; the number of disintegrations of the radioactive element 
per time unit, recorded by the instrument in the form of a 
curve, indicates the concentration of the element in the struc- 
tures below the tube. Radiosodium has a half-life of only 148 
hours and is rapidly eliminated from the kidneys, and the 
amount injected is within the safe range recommended by the 
authorities; the amount of radiation received by the patient 
is less than received in various diagnostic roentgen examina- 
tions. 

Tracings have been obtained from normal persons, most 
of whom have a diphasic curve, and from persons with cardiac 
enlargement with and without failure, practically all of whom 
have monophasic curves. The presence of failure apparently 
makes no difference in the curves of patients with enl 
ment. The method has also revealed sources of error 
usual clinical methods of determining time. It has als 
used to determine the rate of venous return and to estimate 
the time required for a substance to be absorbed from the 
site of local injection. 


CORRECTION 
Dr. Kenneth E. Little is executive secretary-treasirer of 
the Academy of Applied Osteopathy. We regret th error 
made in reporting the officers on the Roster which y's pub- 
lished in the September JourNAL. 
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